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The Administrator of a hospital, particularly of a teaching hospital, 
is faced with the task of organising increasingly complex and specialised, 
high technology institutions, under constant pressure to improve patient 
care and community services, training of health personnel, and to seek new 
knowledge, therapies and techniques. In addition, acute general hospitals 
are being forced to re-examine their goals and functions in the light of 
greater competition from other health and social services for scarce 
resources--and of changing environmental circumstances. These activities 
must be undertaken in the context of new theories of management with 
greater emphasis on the psycho-social aspects of organisation, decision-
making processes and advances in information-processing techniques. 
To be equipped for this task the hospital administrator must also 
acquire new knowledge and skills. It was therefore frustrating to discover 
that no training courses for hospital administrators, medical or otherwise 
were available in this country and that there was a dearth of literature 
with specific reference to the Republic. Thus it was as a measure of 
desperation that this thesis was embarked on, in order to satisfy a personal 
need to learn about the theory of administration and to meet the need for 
basic .research into, and documentation of, hospital administration in South 
Africa. 
In view of the necessity to study virtually every aspect of the 
subject and the fact that so little research had been done on the manage-
ment of South African hospitals, it was felt that hospital administration 
should be examined as a totality rather than selecting any single aspect of 
the subject. 
General Systems theory which views any open system as a whole, in 
constant interaction with its environment, provided an appropriate con-
·ceptual framework for the general study of hospital administra~ion. The 
Groote Schuur Hospital Group provided a suitable model within which to 
l 
examine the application of general systems theory; for analysis1 of the 
environment, resources, organisation and products of a hospital; and upor. 
which to base some general conclusions regarding the administration of 
hospitals, recommendations for change and for further research, ; 
(iv) 
This thesis which is presented in eight chapter s with a short 
summary of the contents at the end of each chapter has examined one teach-
ing hospital group as a whole system. No attempt has been made to study 
any aspect of hospital administration in great detail, but rather to 
identify areas where immediate changes can be implemented to improve the 
effective and efficient utilisation of resources, and those where further 
research is essential to find better ways of achieving these goals and 
meeting societal needs. In the words of Tenon--
The hospital is the conscience of a civilisation whose worth, 
in the end will be measured not by articles of faith and 
lofty doctrines but by the way it nurtures life; succours 
distress, rights injustices and transforms misery, frailty 
and want into hope, dignity and sufficiency.l 
ACKNOWLEDGEMENTS 
Professor Jan Beekman has been my supervisor and mentor throughout 
most of the period during which this thesis was prepared. His absence 
during the critical period of final docuoentation, deprived me of much 
needed support and advice and made me realise how highly I valued his 
guidance. I am grateful to him and members of his department, particularly 
Mr. Don Livingstone, Athol Harrison and Lorraine Liedemann--and the other 
post-graduate students for their fellowship and assistance. 
I am also deeply indebted to Dr. Reeve Sanders for her encourage-
ment, support and for introducing me to hospital administration. Several 
members of the Groote Schuur Hospital administrative staff have given me 
invaluable assistance, particularly the Hospital Secretary, Mr. Les Fuller, 
his deputy, Mr. Wally Braund and Miss Christine Vader. Miss Patricia 
Brassell, Chief Matron, her deputy, Miss Olive Kilgour, and Miss Patricia 
Harrison, Senior Lecturer in The University of Cape Town, Department of 
Nursing, provided me with information, literature and advice for which I 
am very grateful. 
The kindness, courtesy and interest of Miss Sheila Katcher and her 
1 librarians at the Medical School Library deserve special ment~on and thanks. 
June Koop~an, Noeline Henkel, Desiree Slade and Susan Jones ai'l helped with 
seemingly endless typing, but the major burden was borne by Debbie Rossouw 
whose patience, tolerance and unfailing good humour survived t l rough 
innumerable drafts and I acknowledge her contribution with sincere gratitude. 
Mrs. Ruby MacDonald typed the final copy and gave me advice on the presenta-
tion for which I thank her. 
(v) 
Finally--my family--to whom this work is lovingly dedicated. 
Without their forbearance, enthusiasm and support I could not have completed 
this thesis. To my husband, who prepared all the figures for me and whose 
advice, help and constant encouragement sustained me, and to my children 
Mark, Peta, Gabrielle and Amanda, I am indebted beyond words or gratitude. 
REFERENCE 
1. Jacques Tenon, Memoirs sur les hospitaux de Paris (1788); 1 
Bibliotheque Nationale de France, Paris, NAF 22747, fols 55-56, 
cited by Louis S. Greenbaum "Measure of Civilisation: The Hospital 
Thought of Jacques Tenon on the Eve of the French Revolutioln" 





1. THE HOSPITAL AS A SYSTEM 
Twentieth century hospitals have their roots in many, divergent origins--
the temples of Ancient civilisations, the xenodochia established by religious 
orders to house travellers, the infirmaries in monasteries, the al~s houses and 
other institutions for society 1 s outcasts--the poor, the sick, the aged and the 
mentally abnormal, and in the needs of armies for places to accommodate and 
treat the wounded. 
Modern hospitals evolved as the result of the discovery of anaesthesia 
and asepsis in the middle of the last century. New surgical methods demanded 
appropriate conditions for their application--not available in private homes--and 
new methods of diagnosis and treatment required equipment that could only be 
provided in institutions. 1 
In the last quarter of the 20th century this process of developCTent has 
advanced to such an extent that acute, general, teaching hospitals are now 
·d d b · f · · 2 cons1 ere to e amongst the most complex o contemporary organisations. 
Fast-growing technology, high costs and rapid diversification have mad1~ 
the efficient administration of these hospitals a formidable and increasingly 
difficult task--particularly in terms of traditional concepts and principles of 
management. The advent and development of General Systems Theory, first pro-
pounded by van Bertalanffy in 19503 , has provided a new conceptual approach to 
the analysis of organisations and their more effective management. Several 
writers have used the systems approach to the analysis of hospitals--notably. 
Rhenman, Kast and Rosenzweig, Greenfield, Durbin and Springall, and Lippitt,
4 
whose work has made a substantial contribution to the understanding of hospitals 
as systems. 
I 
It was considered that a similar analysis of an academic
1 hospital in Souch 
Africa would be of value in assessing the organisation and admihistration of 
hospitals in this country and in formulating proposals for chant e 




In order to facilitate understanding of the systems approach, it is 
' necessary to describe briefly the main tenets of general systems theory. 
A system can be defined as an organised or complex whole which is more than 
the sum of its components and which can only be understood as a totality. 
Systems may be open or closed. 
A system is closed if no material enters or leaves it; it is open if 
there is import and export and, therefore, change of the components. 
Living systems are open systems, maintaining themselves in exchange 
of Ulaterials with the environment,r.:and 1.n continuous building up and 
breaking down cf their components.~ 
2. 
Open systems, therefore, are living organisms with defined boundaries and are 
in constant interaction with the environment as materials are imported, pro-
cessed and exported. Boulding classified systems into a hierarchy of nine 
levels6--which can be presented in a simplified form indicating the nature 
of the system i.e. open or closed; the relevant body of knowledge and the 
typology. 
{ 
Mechanical (Physical Sciences) 
CLOSED 
Organic (Biological Sciences) 
OPEN Humanistic--Arts, Humanities, 
Religion 
(Sociological and Psychological 
Sciences) 
















The mechanistic concept of cybernetics, which is concerned with self-
regulatory control mechanisms and feedback of information has also been in-
corporated in the theory of organic, open systems, which are dependent upon 
conununications and information-flow, internally and externally, for regula-
tion and control. 7 
Open systems theory as applied to organisations, views the organisa-
tion as a dynamic so.cial system with an external environment with which it 
constantly exchanges materials and information--and an internal system of 
interdependent relationships, which are constantly changing, adapting and 
evolving in response to internal and external pressures. 8 
Every system consists of a number of parts or sub-sys~ems each of wn1.ch 
may be further sub-divided into components or more sub-systemsJ Every system 
I 
forms part of a supersystem. There is always--as with so many structures--an 




Open systems have certain other characteristics. The cyclical return 
of output as renewed energic input, and feedback of information from the en-
vironment and from within the system) are essential for survival of the system. 
The constant throughput of resources and information maintains the system in 
a steady state of dynamic equilibrium and enables the system to become negen-
tropic. Dynamic open systems are subject to growth, elaboration and inter::1al 
specialisation and are able to achieve their ends by a variety of means--the 
. . 1 f .f. 1· 9 pr1nc1p e o equ1 1na 1ty. 
1r=============,i 
Supersystems : 
I~puts from the environment : 
•Market' information, n~eds , 
' compcti tion, etc, To the environment 
~=====::;-.1.1111 l!==P=a=r=ti=c=i=p=a=n=ts=/=i=n=f=l=u=en=c=e=.====<(llllllllllllllllllllllllllllllllllllllllllllllllllllllll!lllllllllJlllllllllllllllllll:; Legal and soc ia l restraints. 
Human, financial, technical 
and knowledge resources. 
P-ROCES 51 NG : 
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FIGURE 1.1 
SOURCE: 
An Organisational System 
Robert B~chele, The Management of nusiness and Public 
·organisations, (New York: McGraw-Hill Inc., 1977) p.29 
The application of open systems theory to organisations is shown 
diagrannnatically in Figure 1.1. It is the intention of this work to examine 
systematically and as a totality one acute, general, academic P.ospital --Groote 
Schuur Hospital--on the basis of this diagram. Groote Schuur is the main 
hospital 1n a Group, comprising maternity hospitals and alcoholic treatment 
I 
centres, as well as Groote Schuur itself. The total n~ber of beds in the 
Group is 1573 with the control of the entire complex vested 1n ·~ Medical 
Superintendent. Groote Schuur Hospital is an acute general hos~ital with 
1340 beds which is the main teaching unit for the nearby Medical Schoo]. The 
hospital is situated close to Cape Town with its four associated hos pital :; 
dispersed within a six-mile radius and serving as a referral centre for the 
4. 
rest of the Pr9vince. 
· As tecching hospitals, the Groote Schuur Group, with the exceptiori of 
thirty Maternity and three general beds, are 'closed' hospitals. Patients are 
entitled to hospital and medical care from hospital employees and may n8t be 
treated by their private doctors. No accounts for medical services may be 
rendered to patients, who have been treated as outpatients or admitted to 
'closed' beds , by any medical practitioner . 
GROOTE SCHUUR HOSPITAL--THE ENVIRONl'1ENT ------------------------
The supersystem of which Groote Schuur Hospital is a component is the 
Health System of South Africa which is in turn a sub-system of Government and 
of society as a whole. One can visualise the larger society as a galaxy con-
sisting of a myriad parts all of which interact in some way ,-,ith some or all 
of the other parts . This is represented diagramatically in Figure 1.2 which 
indicates in a simple way the flow of goods, information and people between the 
The ) 
whole is linked, encircled and controlled by legislation and regulations. 
'stars ' in the galaxy which form Groote Schuur Hospital ' s environment . 
FIGURE 1. 2 The Environment of the Hospital 
• l 
5. 
Central and Provincial Government 
The Hospital, which is a Provincial ~ospital, does not fall directly 
under Central Government control but provides services in conjunction with 
several State and Local Authority Health Departments and its activities are 
directly affected by Governmental regulations and legislation and by various 
statutory bodies. Figure 1.3 indicates the responsibility of the State 
Health Department and the Department of Defence for provision of Health 
Services in South Africa and lists some of the more important organisations 
which interact with, control or monitor health services and health personnel. 
CENTRAL GOVERNMENT LEVEL 
ST/ITI:: PRESIDENT 
inister o! Heal th 
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Organisation of Health Services at Central Gov~rn.t4ent Level 
J.J~N~ Cloete; Administration of ·Health ·services, 
(Pretoria: J.L. van Schaik, 1974), p.3 
I I 
)I.. 
.~ ' .': 
I 
I· 
In South Africa, prior to Union, each colony or republic had promul-
gated health legislation--chiefly relating to Leprosy and Public Health. 
The (Cape) Colonial Parliam.ent •••••. legisl a ted generously ou medical 
matters. It showed itself competent to legislate for publ ic health, 
for research and for thP. Nmt:rol of t hP merli ~;;il ~-rofi:>. cc:si<m -9:nd :;_tr;: 
ancillaries , and between 1879 and 1899 pas sed nineteen bills dealing 
with various aspects of medicine.10 
6. 
Subsequently, when the Union of South Af r ica was constituted by the South 
Africa Act of 1909, it was explicitly s ta ted that the Provincial Administra-
. ld . h . h "b"l" f h . 1 . 11 'fh P bl" tions wou in erit t e responsi i ity or ospita services . e u ic 
Health Act of 1919 concentrated on the functions and resp0nsibilities of the 
newly formed Department of Health and thos e of Loca l Author ities, barely 
mentioning the Provincial Administration whose responsib ility fa!" curative 
h 1 h . . 1 d . l . lZ T' 1 ea t services was apparent ... y accepte wit:10ut question. ne resu t an t 
three-tie?:"ed structure of health authorities persists ever1 in the most 
recent legislation--·the 1977 Health Act. 13 The problems associated with this 
division of responsibility manifested at an early stage an~ many unsuccessful 
attempts were made to change the structure. The proposals made in the new 
Act to rectify the situation are discussed later in this chapter. 
The relationship of the State Health Department to the Provincial 
Councils, Provincial Administrations and Hospital Services Departments , is 
illustrated in Figure 1. 4 which clearly indica.tes the financial dependence of 
the Provinces and the control exercised by central governmental l 2gis lation 
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FIGURE 1.4 Relationship of Central Goverllinent to Provir:.cial Governments 
and Hospital Services 
SOURCE: Cloete, Administration of Health Services, p.9 
Further elaboration of the structnre of the Provincial Administration 
and the relationship of the Depar tment of Hospital Services co other Provincial 
Departments is shown in Figure 1.5. These diagrams serve t o illustrate the 
place of Groote Schuur Hospital in the country 's Health Services as a sub-
system of the Cape Provincial Hospital Service. The historical background 
to the adminis trati.on of the hospital and its re l ationship to the Cape 
Hospital Board, the Hospitals Department and the University of Cape Town must 
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The Cape Hos2ita] Board 
8. 
A brief account of the development and origins of the Provincial 
responsjbility for hospital services will enhance understanding of the 
relationship between Teaching Hospital and the many organisations in its 
environment which influence or participate in the activities of the hospital. 
The Four Provinces of the Cape of Good Hope , the Orange Free State, Natal and 
the Transvaal were created by the South Africa Act in 1910. Shortly there-
after, in 1912, the Cape Provincial Administration passed the Cape Hospital 
and Charitable Institutions Ordinance whereby Hospital Boards, subsidised by 
the Province, were to control and manage public hospitals. 14 The Cape Hospita l 
Board continued to be responsible for the management of hospitals in the en-
I virons of the City of Cape Town (including from 1938 Groote Schuur Hospital) 
until 1946, when the Hospitals Ordinance of 194615 enabled the Pri,ovincial \ 
I Administration to take over the direct control of all Provincial; hospitals 
from the various Hospital Boards as from 1 J anuary 1950. 
9. 
The Boards remained in existence and retained certain responsibilities 
towards "their" hospitals including the administration of Board funds and the 
provision of patient and staff amenities--as well as dut.ies of inspection and 
investigation of patients' complaints. The rtame of the Cape Hospital Board 
was changed in the course of time to the Teaching Hospital Board (Cape). 
The Department ·of ·Hospita1 ·services~-cape 
The Hospitals Department which was created by the Hospitals Ordinance 
was placed in the charge of a Director of Hospital Services (who must be a/ 
medical practitioner) and has expanded rapidly since its inception thirty 
years ago. The Department is now directly responsible for eighty-three 
hospitals and -budgeted for subsidies amounting to RS,612,000 to other Pro-
vincial-aided health institutions and mission hospitals iu the 1976/1977 
financial year. 16 In addition to hospital service~ the Department finances 
and controls maternity and district nursing services and subsidises ambulance 
services throughout the Province. 
Regionalisation The Hospitals Amendment Ordinance 1972 empowerec the 
Administrator of the Cape Province to 
classify Provincial Hospitals for administrative and other purposes 
in such manner as he may deem fit and may for such purposes classify 
Provincial Hospitals in groups in relation to regions designated by 
him.17 
The amendment also allowed for the appointment of Regional Medical Superintend-
ents and for the delegation of a considerable amount of responsibility to the 
R . 1 d" 1 . d b h . f H . 1 S . 18 eg1ona Me 1ca Super1nten ent y t e Director o osp1ta erv1ces. 
Regionalisation and decentralisation were intended to make the administrative 
processes quicker and less cumbersome. 
19 
The Cape was divided into six regions. 
One for each major Academic Hospital. 
1. Groote Schuur Hospital Region 
2. Tygerberg Hospital Region 
and four other areas for the rest of the Province 
3. Western Cape Region 
4. Eastern Cape Region 
S. Border Region 
6. Northern Cape Region 
The Groote Schuur Hospital Region as shown in Figure 1.6 consisted of--
The Groote Schuur Hospital Group 
Groote Schuur Hospital 
Peninsula Maternity Hospital 
Mowbray Maternity Hospital 
William Slater Hospital 
Carinus Nursing College 
The Provincial Blood Grouping Laboratory 
The Red Cross War Memorial Childrens ' Hospital and ancillaries 
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FIGURE 1.6 Regional Structure of the Cape Provincial Hospital Service 
Carinus College and the Blood Grouping Laboratory are \virtually 
autonomous and deal directly with the Department of Hospital S~rvices in all 
matters of policy, purchase of equipment or creating and filling of pos t s. 
All administrative matters, requests for capital or minor works 1, payment of j 
some salaries and accounts are dealt with by the Administrative · sec t ion ~f . 
Groote Schuur Hospital. Subsequently the Red Cross Childrens Hospital w1.th its 
I ancillaries was made an independent region and the Avalon Treatment Centre 
j I 
11. 
opened in August 1976 as an addition to the ·G]:-oote _Schuu r _ Ho.?ptta~ Gro_up • There 
are several hospitals, as shown in Figure 1.6 belonging to the Western Cape 
Region, which are closely linked, by tradition and neces sity, to the Groote Schuur 
Hospital Group and which have a number of ."te.aching beds" affiliated to the 
University of Cape Town Medical School. 
The University ·of Cape ·Town 
New Somerset Hospital was originally used as the training Hospital for 
the University of Cape Town Medical School. In 1938 Groote Schuur Hospital 
was opened and replaced the New Somerset Hospital as the primary locus for the 
training of medical students. · From that time, until the Province assumed 
control and full financial responsibility for hospital services, the Cape 
Hospital Board maintained an excellent and supportive relationship with the 
medical school, within the constraints of limited finances, with much of the 
medical care being provided on an honorary basis by part-time medical consult-
ants. 
In 1948 the Government appointed the Brebner Commission to investigate 
the conduct of teaching hospitals and medical schools in South Africa. 20 
Simultaneously the Administration of the Cape Province appointed a Committee 
of Inquiry into the Organisation and Administration of the Groote Schuur 
I.J • 21 h . . . ~ospital. Te recoIIII!lendations from the two bodies were similar in many 
respects and dealt in detail with many aspects of hospital and medical 
'School organisation, relationships, size and staffing. 
As a direct result of .the publication of these two reports an event of 
great significance took place. Almost immediately after assuming direct 
responsibility for the public hospitals in the Cape Province, the Administration 
entered into an agreement with the University of Cape Town which established 
a unique relationship between the Medical School and its teaching Hospitals. 
This Joint Agreement was signed in December 1951 and led to rapid growth of the 
hospitals concerned. 22 
I Possibly the most important concept in the Agreement is ~cceptance by 
the University of responsibility for teaching and research and br the Pro-· 
vincial Administration for patient care in its widest sense. Professor John 
Brock, Emeritus Professor of Medicine, described the beneficial effects of the 
partnership thus -
The most significant effect of this new system ha s been that men 
of high academic achievement and research potential are more 
frequently attracteci in t o f ull-time appointment. There they can 
devote their thinking to the raising of sta~dards and the advance 
of knowledge without t he i nevitable distract i ons of private practice. 
A real partnershi p be t ween full-time and part-time staf f has developed 
and brings mutual benef it. The i nfluenc e of t he part-time wen pre-
vent s any t endency to the ivory-tower outlook and keeps the real and 
total needs of the patient in the forefront of attention. The 
presence of full-time men who are productive in research, constitutes 
a continual challenge to replace outworn concepts by new i deas . The 
joint effect on standards of medical practice has been remarkable . 23 
12. 
This agreement was reformulated in 1966 at which time the Provincial authority 
agreed to pay a greater proportion of the salaries of Joint Staff personnel and 
to provide accommodation for paramedical teaching departments, and supplies for 
• 2Lf 
the Joint Pathc logical Service. 
More recently a Tripartite Agreement has been signed by the State Health 
Department, t he Cape Provincial Administration and the University of Cape Town. 
This document, identical in most respects with the Joint Agreement (1966), 
allows for provision of Psychiatric, Medico-legal and Community Health Services 
by State Health (direct financing) via the Provincial Hospita ls, in conjunction ) 
with the Univer sity Faculty of Medicine--a very complicated arrangement fraught 
25 with administrative problems. The intricacies of this network are shown in 
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( 
13. 
The Hospitals Ordinance and the Joint Agreement--form the framework for 
the organisation of the University of Cape Town Teaching Hospitals in the 
Cape Province. In addition, there 1s a substantial body · of other legislation 
which also affects the administration of Groote Schuur Hospital. 
Legislation affecting medical and health matters progressively formalised 
the unstructured early growth of health care throughout the country, reflecting 
the three-tiered structure of Government which exists in South Africa. The 
1918 'flu epidemic was the initial galvanic stimulus to the South African 
Government to accept some responsibility for the public health. The Public 
Health Act of .1919 was the first comprehensive, legislative measure on health 
services for the Union of South Africa, although the prevention of epidemic 
disease had been regarded as the responsibility of the Central Government from 
the time of Union. 26 This act set up a separate Department of Health--the 
previous custodian having been the Department of the Interior. Increasing 
numbers of Acts and amendments to Acts followed, resulting in a system which 
now controls the provision of health (including mental health) care at all 
levels; the registration and practice of all medical and nursing and most para-
medical personnel; the manufacture, sale and dispensing of medicines; the use 
and disposal of human bodies and their products; as well as research into en-
vironmental, occupational, education and welfare factors affecting the nation's 
health. A comprehensive review of health and related legislation has recently 
been published by Schwar and Smith which is an indispensable vade mecum for 
all health administrators and doctors, defining clearly the statutory and 
ethical obligations, knowledge of which is absolutely essential for medical 
. d h . 1 27 practice an osp1ta management. 
In addition--legislation and regulations concerning motor vehicle 
accidents, labour regulations, and a multitude of other general laws and regu-
lations must be taken into account in managing hospitals and planning services 
for patients. 
The Health Act 1977 
The most significant recent legislation affecting health services and 
hospitals is the Health Act 1977, which repealed many of the existing health 
and health related regulations, laws and amendments--dating back to 1884. 
Changes effected by the 1977 Health Act will result from better co-ordination 
of Health Services, clearer definition of the responsibilities of the three 
14. 
Health authorities, the effectiveness of t he Health Matters Advisory CouD11ittee 
in realistically asses sing connnunity needs and the ability of the Health 
Policy Council to determine rational policy.~8 Dr J.P. Roux, Director of 
Personal Health Services in the Department of Health believes that these 
changes will be beneficial -
In place of the rigidity of the existing health legislation a more 
flexible pattern is envisaged in which the powers, functions and 
duties of all the different authoriti es are reflected. Provision 
is also made for the co-ordination of services and the determining 
of health policy on a national basis, so that the functions and 
duties of the different health authorities could be adapted to 
utilise available resources to the maxi mum, making the most effect·· 
ive health service available to the public.29 
The most important features of the Act are illustrated in Figure 1.8. 
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Dr. Johan de Beer, Secretary for Health, in outlining the practical 
applications of the Act emphasised the promotive and'preventive aspects of 
health service provision and the necessity for developing norills--for needs 
and services. The importance of the development of Community Health Services 
and Centres and of reviewing and revising current hospital planning policy is 
stressed. 30 He also emphasised, as does Dr. Roux, the significant change in 
·Status of the new· executive National Health Policy Council as compared with 
its predecessor the Central Health Services and Hospital Co-ordinating 
Council, which could only act in an advisory capacity to its own Chairman and 
had no executive function. 31 The Act does not clearly state that connnunity 
participation in health-service decision-making is an intention .of the Act 
32 
as claimed by .Roux and de Beer. If this is the intention it is praise-
worthy but unlikely to succeed, as the predominance of medical and other 
health professionals on the advisory sub-committee as constituted, will un-
doubtedly smother the small public voice. 
Application of the Health .Act ·1977 to Provincial Hospitals 
The implications of the 1977 Health Act for Provincial Hospitals are 
unclear. It is anticipated by some health administrators that hospitals will 
become the centre of regional health services--controlling, directing and 
organising peripheral clinics, long-term care facilities, home-care, health 
education progrannnes and the other multitudinous activities of preventive, 
promotive, curative and rehabilitative health care. The other view, supported 
by de Beer, believes that hospitals of all kinds--contrary to tradition--
should invariably be designed in support of the needs of the health 
centres rendering primary health care at the peripheral level, and 
not vice versa (original ernphasis)33 
Hospital-centred health services have been criticised as concentrating 
e>n curative, costly medicine rather than relatively inexpensive, preventive 
services and as being doctor--rather than patient-oriented. Leininger 
suggests that future health service planning should provide for Primary care 
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• and that these should form the basis of health care--related to corrnnunity 
needs, easily accessible and convenient, prov iding continuity of care, · 
prevention of illness and disability at reduced cost with maximal utilisation 
of resources. 34 
At present the boundaries of Groote Schuur Hospital encompass the 
hospitals in the Group, a substantial portion of the affiliated Medical School, 
. certain Community Services (particularly psychiatric and obstetric) and medical 
and technical services to other centres in the Cape Province. Hospital per-
sonnel function in a wider range of health services, hospitals and other 
activities through ·University links and professional associations--with ripple 
effects into academic, political, welfare and other social spheres. To a 
limited extent. Groote Schuur Hospital is already involved in Leininger's 
Primary Services in the Community--but these are fringe activities, peripheral 
to the hospital's main functions. Extensive participation in preventive 
health care is still beyond Groote Schuur's boundary although the distinctions 
are no longer clear cut, nor has the hospital's future role under the new 
Health Act been determined. 
Other Hospitals and Health Institutions 
Until such time as the ramifications of the 1977 legislation have been 
clarified, the co-operation and liaison between Groote Schuur Hospital and 
other Provincial health services will continue to develop and expand. The 
Group provide a professional and/or technical service for many of the other 
Provincial hospitals in the Peninsula and in other areas of the Cape Province--
particularly in Port Elizabeth, East London and the Ciskei. Other regions are 
affiliated to Tygerberg Hospital and the Stellenbosch Medical Faculty. 
Through the Medical School there is a close link with the Medical Research 
Council which supports several important Research projects run by members of 
the Joint Staff. 
Local Authority health services work in close collaboration with the Group both 
through maternal and child welfare clinics and in the prevention and control of 
infectious diseases. Liaison with State Health Services--mental health, family 
I 
planning and Community and Comprehensive Health--is assured 1n terms of the ·, Tripartite Agreement and no serious conflict has yet arisen as a result of 
shared staff and services. Valkenberg Mental Hospital is the md~ or participa~t 
in terms of staff utilisation and size and is now an integral pa~t of the 
Psychiatric teaching unit. 
17 . 
• 
There is minimal interaction between the private acute hospitals and the 
Group, but considerable 'traffic' takes place betwee? the long-term 
institutions such as old-age homes and nursing homes, with mutual inter-
dependence and support. It is apparent that .no organisation can stand alone 
in providing health care and that effective collaboration and good liaison is 
all t~e faciliti6s to enable 
effectively. 
The Other Participants 
Several important organisations which participate in the activities of 
the Groote Schuur Hospital Group ·and their relationship with the hospital have 
been discussed. As shown in Figure 1.2, however, there are many other bodies 
which also interact with the hospital. It is not possible to analyse these all 
in detail but the more influential ones require some elaboration. 
Professional Councils and Associations 
Several statutory bodies control the training, registration, employment, 
conduct and ethics qf the Medical, Pa!amedical, Social Worker and Nursing 
employees at all hospitals. 
The South African Medical and Dental Council controls all medical and 
dental practitioners and maintains a register of specialists. Professional 
Boards for ten paramedical disciplines are affiliated to the Council and regis-
tration is essential for practitioners in these disciplines. Several other 
categories of ancillary health personnel are also registerable with the Council. 
The South African Nursing Council controls training, certification and 
conduct of all nursing personnel and the Nursing Association promotes and pro-
tects the interests of the Nursing profession. A new Nursing Bill is before 
Parliament which still requires that nurses be registered with both the S.A. 
Nursing Council and the S.A. Nursing Association but permits the Association to 
operate independently of the Councii. 35 
Social Workers must be registered with the National Welfare Board at 
i 
present. New Legislation, The Social and Associated Workers Bi.11 is proposed, 
which will establish a Council for Social and Associated Worker f . 36 The objects 
of the Bill are to control training, standards, ethics, and to promote the 
interests of the profession and provides for compulsory registration of all 




The Councils act in an advisory capacity to the Central Government and 
control large numbers of hospital employees. Approximately 52% of the .staff 
in the Groote Schuur Hospital Group--medical, paramedical, social workers and 
nurses--are subject to the requirements of these Councils and Boards which 
impose strict controls on the employer as well as the employee. The conflict 
which may result from these employees identifying with their profession, rather 
than with the employing organisation, is discussed in a later chapter. 
In addition to the Councils there are numerous professional organisations 
which act as watchdogs of members' interest by forming more or less powerful 
lobbies. The Medical Association of South Africa is the most active and in-
fluential of these groups, which .constantly strives to improve the status, 
remuneration and working conditions of its members. 
Society 
The community served by the hospital is obviously one of the major par-
ticipants in its activities--not only as patients and visitors but also as 
voters, workers, benefactors and recipients, in a wide sense, of the benefits 
derived from the hospital--trained health personnel, advances 1n knowledge, 
maintenance of health and welfare, health education, employment and other 
societal gains. 
The questio~ of community participation in planning of health services 
has become a very ·active issue in other countries and the power of the connn-
unity--either as voters or as pluralistic pressure groups has received much 
attention from sociologists. 37 Although there is little evidence as yet of 
increasing consumer interest in decision-making in health service or hospital 
planning in South Africa, the situation described by Hofman in the United States 
will probably develop in this country in the future. 
Although in the past the unique historical development of our plural-
istic system has tended to diffuse the impact of social and political 
pressures on the health care environment, the industry is no longer 
as immune to such influences... As the mystique surrounding medicine 
continues to diminish in scope and magnitude, patients are becoming 
more assertive in contrast to their once passive posture.3~ 
I As stated earlier, Roux considers that the 1977 Health Act will provide 
an avenue for Community participation. This is questioned--but
1
certainly pro-
vision should be made for such participation. At the higher levels, in the 
Health Matters Advisory sub-committees, it is hoped that public participation 





• Boards could play a more active role as consumer representatives and this 
possibility is · discussed in a later chapter on the hospital's product. 
Many other organisaticns--loc~l authority, volur.t~ry services and welfare 
organisations form part of the hospital's environment, as do the Press, and 
connnercial and industrial enterprises which supply the goods which enable the 
hospital to function. Relationships with the Press have improved since the 
appointment of a press cum public relations officer for the Group. The un-
doubted power of the media does not, however, appear to influence hospital 
policy-making to any great extent, at the present time. Conflict between 
hospitals and the news-hungry press is unavoidable in the light of their con-
flicting goals and values. Hospitals are bound by an ethical c9de which 
demands priva~y, confidentiality and protection of patients' interests. The 
press believes the public has a 'right to know'~ seeks exposures and reve-
lations and abhors secrecy and protected information. Medicine and the media 
are incompatible bed-fellows. 
The Pharmaceutical and .Medical ·supplies ·and .Equipment ·rndus tties 
There has been intensive investigation and much dfscussion in recent 
years on the role of health and medical care-allied industries in contributing 
to the steeply escalating costs of health care. 39 
The Pharmaceutical industry in the United States is controlled by the 
Federal Drug Act and is a very 'visible' business. The profitability of the 
industry has been severely criticised. 
According to Goddard -
Drug comp~nies regularly show a return of 18% which is two-thirds 
higher than the average rate of return for all manufacturing 
concerns in the decade 1960-1970.40 
This is endorsed by Doherty who shows that for virtually the whole period from 
1956-1971 the drug industry was the most profitable industry in the United 
41 States. This is achieved despite massive expenditure on marketing--four 
times greater than research and development costs , as shown in Figure 1.9, 
which is an estimated breakdown of the components of drug costs1 for 17 lead-
ing pharmaceutical manufacturers in 196 7. 42 .\ 
l ., l.' 
FIGURE 1. 9 
SOURCE: 
Breakdown of Sales Dollar- -Contributory Cost Components. 
Goddard, "The Medical Business" p.165 
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The Pharmaceutical industry is obviously extremely efficient and has 
contributed greatly to man's fight a.gainst disease, managing at the same 
time to provide a most satisfactory investment fo~ the shareholders. 
Factors which favour pharmaceutical profitability include the wide-
spread use of trade names for prescribing, which, because of patents leads to 
monopolistic power and limits the effect oi competition in the industry~ and 
the susceptibility of doctors to high powered salesmanship, which favours 
excessive expenditure on advertising and marketing--and increases unnecessary 
differentiation of drugs. It is estimated that only five or six out of forty 
43 new products marketed each year (USA) are real improvements on existing drugs. 
The Snyman Commission into the High cost of Medical Services and 
Medicines, reporting in 1962, found that there were no excessive profit margins 
or profits earned by the South African pharmaceutical industry at any level--
production, wholesale or retail. The Commission severely criticised the indus-
try 's advertising practices but left control to the companies · tihemselves . 
Several recommendations were made regarding the use of generic .
1
pames for medi-
cines in prefe~~nce to trade names, and to limiting patent right\ s to a period 
of five years. 
The Sainsbury Committee investigated the Pharmaceutical Indus try 1.n the 
U.K . in the period 1965-1967 and recommended inter alia , that v~sits to doctors 
by representatives of drug firms should be banned and that advertising in 
21. 
medical journals should be stopped.45 This has not proved possible but many 
countries are attempting to curb the drug industry's wilder excesses and to en-
sure that new medicines are a) ef=ective and b) safe before they are marketed. 
It is clear that responsibility for excessive drug costs, drug misuse 
and unwarranted consumption can be laid at the door of both the pharmaceutical 
industry and the ~edical profession. In hcspit~ls, rc~pc~sibil~ty rest~ ~:ith 
management to ensure that drugs are dispensed by generic not brand names, and 
that doctors are encouraged to prescribe rationally. It is anticipated that 
computerised pharmacy systems will aid physicians and pharmacists in control-
ling drug use, drug interactions and costs. 
The Medical Supplies and Equipment Industries have not as yet been sub-
jected to the same glaring scrutiny as the drug companies. It has been s~ggested 
that a similar situation is developing--or has already developed wit:1 these man;.:-
f acturers and suppliers, where disproportionate amounts are spent on marketing, 
insufficient control is exercised over the quality and safety of the many 
products on the market and enormous commercial pressure is put upon doctors and 
hospitals to buy the newest, discard or upgrade the old and to connnit large sums 
of money to expensive and often inadequately tested equipment. 
The sales of consumable supplies in the U.S.A. are expected to reach 
$4,2 billion by 1980--from $2,0 billion in 1972. It is estimated that sales of 
laboratory equipment will increase from $200 million in 1968 to $570 million 
in 1980. 46 
Groote Schuur Hospital is of course subject to these international trends--
as a consumer in a country which is unable to alter or influence the heh2-v iour 
of manufacturers in distant countries. Drug and equipment firms in the Republic 
are for the most part, subsidiaries of, or agents for, the multinational companies 
which dominate the health-care market worldwide. Controls of one kind or another 
are being imposed in the developed nations, where ways and means of reducing 
monopolistic practices and controlling exaggerated advertising by the pharmaceu t i-
cal industry are being sought. It has been suggested that the World Health Organ-
isation should accept responsibility for guiding and helping developing countries 
to control patents, manufacture, quality, marketing, and advertising of 
h . l 47 p armaceutica s. 
Controls which are exercised in-house at Groote Schuur Hospital include--
providing doctors with information on comparative schedules of costs cf similar 
preparations; restriction on availability of drugs; purchasing by tender of the 
t 
f 
least expensive, effective version of drugs; insistence on generic naree 
· prescribing and permitting the pharmacists to substitute equivalent drugs 
for those actually prescribed. There has Leen. a marked d:~rainution in the 
volume of advertising material and .free gifts to medical practitioners in 
recent years and it is possible that in one area ,at least, the industry is 
22. 
being tamed. The same cannot be said for other medical businesses--particu-
larly in regard to disposable goods and equipment . Intensive investigation 
is required into these industries as regards overpricing and high profitability 
--much as was done during the 60's with the drug companies. The individual 
hospital, swept along on the current of rising costs, high-pressure salesman-
ship and ir..creasi11gly sophisticated technology, is unable to resist the tide 
unaided. 
SUMMARY 
Hospitals have developed over the centuries into extremely complex 
organisations. In attempting to understand and improve their function, open 
systems theory has been applied to the analysis and management of these 
institutions. The systems approach is used to study the organisation of 
hospitals in the So~th African context, using Groote Schuur Hospital as a 
model. Grcote Schuur Hospital's environment iuciudes the supersystem of which 
the hospital is a component--the Health Services at all levels--State, 
Provincial and Local Authority; the Cape Provincial Administration, the 
Department of Hospital Services and the University. Other environmental par-
ticipants are various Statutory Councils and Boards, professional organisations, 
the larger society and all its components, including connnerce and industry. 
The Hospital Ordinance and the Joint Agreement (1966) are the cornerstones of 
the hospital's structure . There is a voluminous body of legislation and 
regulations affecting every aspect of hospital administration--most signifi-
cantly the new Health Act 1977. The effect which this Act will have on 
hospital services has not yet been clarified and the consequences for Teaching 
Hospital can only be hazarded. 
i 
It is considered likely that in the future the conn:nunity, will become more 
·1 
vocal in stating its requirements of health services--and that greater control 
will be exercised internationally over the various health servi~e suppliers, as 
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') ... RESOURCE INPUTS~ MONEY AND .INFLUENCE 
The basis of open systems thinking is the input-conversion--·output 
model, where the inputs may come from the external environment or from 
within the enterprise itself. As applied to organisations, the major inputs 
are information, influence, legal and social restraints and resources (see 
Figure 1.1). The latter comprising money, people (with their knowledge, 
skills and talents), equipment, buildings and plant are the predominant 
concern of the next four chapters. No distinction will be made between 
environmental and internal inputs as there is considerable oyerlap between 
the two, with constant recycling of input and output-- both of people--
personnel and patients and, to a lesser extent of money. Resource inputs 




with limited discussion on the relationship 
between money and influence. 
Personnel and their management, including 
the effects of specialisation$ professionalism 
and bureaucratisation. 
Buildings, Plant, Equipment and Supplies. 
Analysis of the inputs to a hospital i rrnnediately brings the patient 
to the forefront. 1 The patient is also, however, one of t he hospital ' s 
chief outputs and, ::..n many cases, a recurrent input. A sociological a;-1alys is 
of patients is beyond the scope of this work , as are demographical and epi-
demiological surveys of the ages, races, sexes, origins, occupations, social 
class, cultural backgrounds and diseases of the patients treated at Groote • 
Schuur Hospital. This work will concentrate on the management and processing 
of resources and will consider the patient as a product or output of the 
system rather than as an input. Patient s ar e net a r esource a~d it is, 
therefore, logical to exclude them from thi s analysis, the primary intention 
of which is to examine re source inputs and their utilisation . 
The single most important resource i n hospital terms is money--
which purchases and makes available the other--human and material re sou:-ces--
and is therefore given priority in considering Groote Schuur Hospita l's inputs. 
27. 
The whole process of financial management, from acquiring f und s to auditing 
. expenditure, can be considered as the hospital's financial input, as this 
process initiates all other activity within the organisation. 
fundamental to the hospital's existence. 
Money is 
Groote Schuur Hospital is a Provincial Hospital--totally dependent ( 
on the Cape Provincial Administration (CPA) for financial support--receiving 
99,97. of its financial input from this source and only about 0,17. from the \ 
Teaching Hospital Board. All money earned by the hospital . from fees, board 
and lodging, meals and sale of condemned equipment is paid directly to the 
Provincial Revenue Fund. Payment from the University of Cape Town (UCT) for 
teaching of medical students by medical and technical staff, ·and for use of 
laboratory materials by students 2 , is refunded to the Hospital account as are 
repayments from State Health, Medical Research Council and other bodies whose 
employees work in the Groote Schuur Hospital Group. 
Financial Input (1976/77 Financial Year)-~Groote Schuur Hospital Grou£ 
Cape Provincial Administration 
Teaching Hospital Board (Cape) 
·ucT Refund for Teaching Time etc. 





Receipts (1976/77 Financial Year~~Gto6te Sth~tlr Hospital Gro~ (paid into 
Provincial Revenue Funds) 
Fees, Board and lodging, sale of 
equipment etc. 
Provincial Revenue 
R 2 141 000 
The Province, in turn, is heavily dependent on subsidj_es and grants 
from the Central Government. Approximately 65% of Provincial Revenue is 
funded as subsidy from the Central Government and another 17% as grants, loans 
or special allocations from Treasury or from other Government departments such 
as the South African Railways. 827. of Provincial Revenue is prdvided in one 
way or another, directly or indirectly, via the Treasury . The remaining 18% 





In the financial year 1976/77 the Cape Provincial Administration 
estimated that Rl95 097 000 would be spen t on Hospital Services and Public 
Heal th. Of this ;:imo1.mt, the St!!!l 0£ P..40 56 7 OCO a.llo.:a.teJ Lo Lhe Groote Schuur 
Hospital Group, represents 1/5 of the total expenditure on Hospital Services 
and Public Health for the whole of the Cape Province and does not include 
funds spent on buildings--neither capital or minor new works nor repairs and 
maintenance--most of which is paid for by the Department of Works from their 
annual allocation. The costs of hospital buildings and the effects of rising 
building costs will be considered in Chapter S. Another cost which is borne 
directly by the Hospitals Department and is not reflected in individual 
hospital's budgets, is the Provincial subsidy to Pension, Provident and 
Medical Aid funds, which amounted to R9 475 000 for all employees in the Cape 
Hospitals Service in the 1976/77 financial year. 4 
Teaching Hospital Board Funds 
As stated previously, the Cape Hospital Board (now the Teaching 
Hospital Board) was given certain responsibilities, duties and privileges by 
the Hospitals Ordinance No. 18 of 1946 and is entitled 
for special purposes approved by the Administration in connection with the hospital or hospitals for which it is appointed, (to) col-lect subscriptions and accept bequests, donations or gifts, and receive the subsidy, payable under Section 46, provided that arrangements, approved by the Administration are made for the banking of, accountin3 for and disposing of all monies so collected, accepted or received. 
II • • • II 6 and to accept and administer trusts fer hospital purposes . 
Research Funds 
Financing for research comes from a variety of sources, including the 
Medical Research Council. These funds are administered directly by Depart- -
mental Heads via the University or are allocated 
of Medicine, and cannot be considered as part of 
by a connnittee 
1
of the Faculty 
I 
Teaching Hospit~l's income. 
The benefit to patients of this money, through direct applicatio~ to c linical 
services or research outcomes, is considerable. It is, thereforJ , important 
to note this contribution although information on the amounts of such fund s 
was not obtainable. 
29. 
GROOTE SCHUUR HOSPITAL GROUP COSTS 
Analysis of Groote Schuur Hospital's expenditure is complicated by 
the widespread network of services--particularly medical, technical and 
administrative--which are provided for the whole Group and for other hospitals 
and organisations in the Cape Peninsula and elsewhere in the Province. 
Although four of the five hospitals in the Group have separate budgets for 





- Payment of salaries, leave records, appointments, 
promotions, transfers, terminations, housing sub-
sidy, pensions and medical-aid etc. 
- Tendering, ordering, storage, distribution. 
- Payment of merch&nts and other accounts. 
Accounts receivable - Fees (rendering accounts to patients for 
services rendered) 
Finance Budgeting, costing, auditing. 
All medical, paramedical, technical and administrative staff salaries for 
the Group are paid by Groote Schuur Hospital, including all registrars' 
salaries (250 posts) for all hospitals covered by the Joint Agreement (see 
Figure 1.7). In addition, laboratory services for several other Peninsula 
hospitals are provided free of charge by Groote Schuur Hospital. (Note: 
Registrars are qualified doctors undergoing additional training in order to 
specialise.) 
These expenses which are to Groote Schuur Hospital's account--for 
services supplied in other institutions cannot be accurately quantified for 
the following reasons. 
1. Administrative services for the four other hospitals in the Group are 
integral to the function of personnel serving Groote Schuur Hospital as 
well. There is no constant or consistent division of labour by service 
I 
to another unit. Time spent on work done for the other ins'titutions 
is not recorded--nor is there a practical need for such sep~ration of 




2. Partial quantification of registrars' services to other hospitals is 
possible but would not be accurate, as registrars may be on call for 
several units covering Groote Schuur Hospital itself~ other hospitals 
in the Group, or other hospitals affiliated to the Medical School. 
Registrars' time is divided between clinical serv~ce, teaching, re-
search and st•.!dy b•1t the al.loc:tti on i8 not precisely determined or 
consistently followed and cannot be costed. 
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3~ The volume of laboratory services for other institutions is not recorded 
nor have the costs been assessed for individual tests. 
4. Other services which fall under the Tripartite Agreement are partially 
refunde_d by the Department of Heal th--including salaries of psychia-
trists, psychiatric registrars and psychologists--and of medical 
personnel in Community and Comprehensive Health. All family planning 
expenses are paid for by the Department of Health, including the cost 
of cytology investigations for all Family Planning clinics in the 
Southern Peninsula, but it has proved impossible to extract these 
amounts from the records. 
In view of these inextricably complex payments and repayments, all 
the aforementioned will be ignored and for the purposes of this discussion 
the total budget for the Groote Schuur Hospital Group and all expenditure 
and activities for the whole Group will be dealt with as if for one hospital. 
Carinus Nursing College and the Blood Grouping Laboratory expenses 
are omitted as these are not included in the budget or financial state~ents 
for the Group .and minimal cost is involved in providing services to these 
institutions compared with total expenditure. 
Increasing Activity and Rising Costs 
In Figure 2.1 the percentage increases in patient day costs (adjusted) j 
personnel costs (adjusted) and adjusted patient days
7for the Teaching Hospital 
Group are compared with the Consumer Price Index (CPI)
8for the .period 1968/1976. 
I 
This shows a disproportio!late rise in costs of hospital care (1(91%) accompanied 
·, 
by a 52% increase in the number of personnel employed and a less marked expan-
sion of activities (adjusted patient days--28,7%). Change in cbmplexity, 
I 
quantity of services offered or improvement in quality of care ~rovided, are 
not reflected and the means for doing so have not been devised. It is, of 
course, possible to list the changes which have taken place in ~he hospital in 
' 
the same nine year period--opening of intensive care units, institution and 
31. 
development of dialysis and renal transplant programmes, rapid expansion of 
open heart surgery and other high technology therapies--but without quanti-
fication and a basis for comparison: this does not provide justification for 
the steep rise in costs. 



































Groote Schuur Hospital Group: Percentage increases in 
patient day costs, adjusted patient days, payroll ·costs, 
personnel numbers and the Consumer Price Index (C.~.I.) 




Figures on unadjusted patient day costs for some of the other 
teaching hospitals in the Republic are shown in Figure 2.2. 9 The two hospitals 
with the lowest costs are those which treat black patients only. The two 
hospitals with the highest costs are those which treat white patients only. The 
three hospitals with intermediate costs treat all races. (See note at foot of 
Figure 2.2 re li.F. Verwoerd). The coses £or Groote Schuur Hospital have risen 
proportionately less than those for the wnite or other multiracial hospitals. 
It is felt, however, that for many reasons these figures are not truly com-
parable--the major factors being the differential salary scales between white 
and non-white professional, technical and nursing staff salaries and the lack 
of information on how many 'outside' services are included in the costs for 
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! 
Comparison of patient day costs for the major academic 
hospitals in the Republic (1969-1976) 
I 
Black patients previously treated at H.F. Verwoerd have been 
transferred to Kalafong Hospital over a period of time. 
33. 
It is worth noting the difference i.n the reported volume of activity--
based on total' daily units for the seven hospitals--for the years 1968 and 
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* 880 127 
829 030 
658 839 
FIGURE 2.3 Total Daily Units: South African Academic Hospitals 
(1968-1976) 
NOTE: 
+ The accuracy of these figures is questioned. The adjusted daily census 
(total daily units) for Groote Schuur Hospital Group , calculated from the 
statistics in the Annual Report for 1968 gives the figure of 683 799. 
It is possible that those for the other hospitals are also erroneous. 
•• The figures for Tygerberg and Karl Bremer Hospitals are not included, as 
Tygerberg Hospital was being commissioned during this period, while Karl 
Bremer was being phased out. 
* This figure was obtained from the Groote Schuur Hospital Group Annual 
Report (1976) as the 1976 statistics for Cape Provincial Hospitals are 
not included in the Hospital Services Year Book (1977). 
The total daily units for the Group have increased considerably in 
the nine year period; those for the National hospital have increased by 30%. 
• I Activity at all the other Teaching Hospitals has declined--by ~s much as 
105% at H.F. Verwoerd Hospital and to a lesser extent at the oiher four 
institutions. There are undoubtedly many reasons for this decrease, which 
I have not been researched. It is considered , however, that there may well be 
a correlation between the marked increase in activity at the Groote Schuur 
Hospital Group and the lesser increase in patient day costs for the Group as 
I 
compared with the other Teaching Hospitals. The economies of scale may be 
34 • 
• the significant factor. It has not proved possible however to draw any valid 
conclusions from the available data due to the lack of information on the many 
unknown variables which affect these statistics, and doubt as to the accuracy 
of the published figures. The need for comparable, accurate, standardised 
data on the activity of all hospitals is str essed, ot~erwise essential re-
search into hospital costs and activity cannot be undertaken. 
Activity and Cost Indices 
The American Hospital Association has attempted to define a Hospital 
Costs Index (HCI), which measures the cost to hospitals of purchased goods 
and services. Another Index, the .Hospital Intensity Index, was introduced 
simultaneously, to differentiate between the increases in hospital operating 
costs and increases in the intensity of services provided (HII). 
The HCI and the HII are derived from the measurement of 37 service 
elements provided in a typical patient day, which include laboratory tests, 
nursing and medical man hours and housekeeping man hours. The elements are 
standardised as carefully as possible to ensure comparability and are held 
constant at the base .year (1969) quantities. 11 
The importance of these indices lies in the separation of the price of the 
commodity (hospital care) from the quantity consumed and in relating costs 
to improvements in the commodity. At the present time comparable measure-
ments of quality and effectiveness of hospital care are not readily available 
(see Chapter 7) and assessment of whether the benefits obtained from the 
service justifies the rapid increase in costs is, therefore, not possible. 
The HCI and the HII are, however, a first step in the right direction and 
reflect not only greater quantity of service offered but also increased 
demand for services--the Say or Roemer effect. This latter concept states 
that the introduction of new or additional facilities, services and treatment 
procedures activates the demand for them. 12 
A useful contribution to the investigation of hospital cost inflation 
by Frank, describes the use of variance analysis based on an eight-component 
model of hospital costs, which can be used to establish the contribution of 
each component to cost increases. This method can be applied to groups of 
hospitals or to individual institutions and could be a valuable tool for 
h d 1 
. 13 researc an panning. 
This trend of r i sing costs of hospital services in excess of other 
costs is also apparent in other countries and is due to many factors--
particularly increasing utilisation of hospitals; the effect of health 
insurance; higher salaries for hospital personnel; disproportionately high 
costs of medicines, medical equipment and supplies; expansion of services 
and expertise; irup,:overnent8 in the quality of ca.re and o"f the hotel 
facilities provided; an<l increasing medical requirements for sophisticated 
14 technology. Further research is proposed to enable hospital management 
to identify and possibly control major causes of hospital cost inflation. 
35. 
One further point should be made in discussing hospital costs. The 
available information only reports the visible health care costs. The hidden 
social costs of ill-health--loss of earnings, loss of productivity, travelling 
time and expense, the effects on family, corrnnunity, commerce and industry of 
sickness and hospitalisation--and welfare costs--are of course not revealed. 
They cannot, howe.ver, be ignored although difficult to quantify, as these 
factors must be considered in policy making, planning, and decisions on re-
source allocation. 
EXPENDITURE GROOTE SCHUUR HOSPITAL GROUP 
The expenditure for the Groote Schuur Hospital Group for the year 




- salnries, special allowances, subsidies, 
overtime, bonuses, unemployment insurance 
contributions, transport levy, etc. 
- provisions, cleaning, pharmaceuticals, medical, 
surgical and radiological sundries. 
Non-Consumable Supplies - major equipment, plant, furniture , linen, 
Operating Expenses 
Services 
cutlery, crockery, tools and hardware, etc. 
- transport--officials, patients, goods 
repairs and maintenance--equipment, plant 
and buildings. 
- water, electricity, refuse removal, 
telephone and postal services, 
laundry, advertising, machine rental! 
pauper burials, etc • . 
The costs for each category are shown 1n Figure 2.4. 






R23 925 663 
Rll 997 304 
R 2 601 066 
R 2 043 615 
R40 567 648 
FIGURE 2.4 Expenditure Categories: Groote Schuur Hospital Group--







All provincial budgeting is prepared, analysed and controlled under 
the headings shown in Figure 2.4. Functional budgeting or costing of 
individual services and departments cannot be effected with existing account-
ing procedures. The task of the administration as regards allocation and 
utilisation of resources is impeded by lack of knowledge on precisely how 
much is spent on any service--and the ability to make rational decisions on 
resource allocation is therefore severely limited. 
THE THEORY OF FINANCIAL MANAGEMENT 
A cursory review of some of the newer concepts of financial management 
in public organisations is necessary, before proposals can be made for 
improvements and change to the methods used at Groote Schuur Hospital. 
Budgeting Procedures 
The accepted basis for effective administration of monetary inputs 
is budgeting. Traditionally the budget is a fiscal machine for raising 
revenue to meet authorized State expenditure, but in the last 30-40 years 
it has become increasingly obvious that the budget is not solely a matter of 
finance in the narrowest sense. Budget policy is now en import~nt part of a 
government's general economic policy. 15 The budget is a financial plan of the 
projected expenditure and revenues of the Government, or a unit iof govern~ent, 




Preparation of the budget entails collation of expenditure estimates 
from all the units which are dependent on the State for funds. It also ·en-
tails calculations of estimated revenue. The budget once approved must then 
be executed--that is, the spending plan must .be implemented and the various 
agencies must perform the functions to provide the services described or 
allowed for in the budget) ~11Titho11t exceedi~g th~ allcc~ticn. Tc e!1:::ure th~t 
funds are not wasted or misappropriated,there must be accountability and 
control of expenditure. 
1. Pre-audit Auditing is an essential component of the control process 
which checks the prospects of compliance and legality of contracts, be-
fore the funds are paid out for goods and services bought by public in-
stitutions. Control is exercised by rules regarding purchasing; re-
quests for approval prior to placing of orders or calling. for tenders; 
and insistence on use of central contracting facilities and central 
stores organisations. 
2. Post-audit - control involves independent scrutiny of accounts and 
expenditure--by officials responsible to the Treasury or other con-
trolling agency such as the Provincial Administration. Staff of pay-
out sections are held personally accountable for errors and overpayments. 
The sums authorised by Parliament are placed at the disposal of the heads of 
the various depart_ments who are responsible for seeing that expenditure does 
not exceed the amount authorised. Powers of re-appropriating expenditure 
for purposes other than that originally intended, may not be deviated from 
by heads of departments and sub-departments. 
In the classical budget, expenditure is classified by specific objects to be 
acquired, i.e. "line-item budgets". Departmental proposals consist of long 
lists of categories of items and services to be purchased. This kind of 
budget is exemplified ·by Groote Schuur Hospital Group's estimates, which 
facilitates the accounting aspect of fiscal management and lends itself to 
central control of decentralised expenditure. 
The classical budget is also, typically, incremental--adding this 
I 
17 
year's changes to last year's budget. 'Incremental ism' is the p.rocess whereby 
previous expenditure plus a percentage for inflation plus a percr ntag e for 
essential expansion--is submitted as the budget estimate by depat tmental heads. 
Existing projects and expenditure are seldom reviewed--only the margin of 
change--thus ensuring their continued existence. 18 
38 • 
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Such budgets are designed to control spending--not to assist analysis, 
planning and decision making. Decision makers lack the information necessary 
for choosing among alternatives; measuring the total immediate cost of acti-
vities designed to achieve any single goal; estimating the total, future costs 
of projects; and evaluating the efficiency and effectiveness of ongoing 
pr ojects by comparing costs with achievements. 19 
Programme Budgeting emphasises objectives to be achieved rather than objects 
to be acquired. Work, activities and services are regarded as intermediate 
steps--not end products. The concept was developed by the American Department 
of Defence in the 1950s-60s and was initially enthusiastically acclaimed in 
h U . d S d h . 20 t e nite tates an ot er countries. 
The Programme Budget attempts 
1. To identify goals, programme objectives--and to identify the resources 
available to the specific objectives. 
2. To analyse the alternatives available and to select · the most appropriate 
or economic opfion. 
3. To take into accbunt planning and -probable costs at ieast five years 
ahead-- . ' 
In a dynamic environment those who do not anticipate and prepare for 
the future normally discover a crisis when the future becomes the 
present.21 
4. To constantly evaluate, control and analyse implementation of programmes 
as an ongoing process and, if necessary to replan, reprogramme and re-
b d h f . 22 u get--t e process o review. 
Maximum benefit can be derived from Planning-Prograrmning-Budgeting-
Systems (P.P.B.S.) by the concurrent application of techniques such as 
cost-effectiveness or cost-benefit analysis. 
Cost-Effectiveness Analysis 
The allocation of resources must be determined by some rational pro-
cess of decision-making. Cost-effectiveness analysis provides a means of 
selecting either 
1. The cheapest ways of accomplishing a defined objective or 
2. The maximum value to be obtained from a given expenditure. y 
This provides an index of effectiveness by ranking but does not provide an 
absolute measure of the value of a project. 
• Cost Benefit Analysis 
Absolute measures of need and desirability ~ersus costs can be 
derived from cost-benefit or cost-utility analysis 
a practical way of assessing the desirability of projects where 
it is important to take the long view (time) and a wide view 
(side effects) and imolies the enumerat.ion of all the relevant 
costs, not only monet;ry-and benefits.24 
Either one of these techniques is integral to P.P.B.S. and effective re-
source utilisation. The more limited the resources the more necessary such 
h . b 25 tee niques ecome. 
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Quantification of social ·costs and benefits is still an infant science 
and critics such as Self and Hoos are sceptical about the validity of many of 
. 26 the studies. There is also no certainty that the application of cost-
benefit analysis will ensure better decision-making as value judgements and 
political factors will still predominate. Nonetheless, as stated by Steiner, 
The more hard information is available, the more relevant and 
effective is the application of judgement to the decision 
making process.27 
Despite the potential benefits of P.P.B.S. and cost-effectiveness or 
cost-benefit analysis, the initial enthusiasm for the concept has not survived 
the test of practical application and in the United States the Federal Govern-
ment officially terminated the P.P.B.S. experiment in 1971. 28 Implementation 
has, however, been successful in some services and there is no doubt that the 
principles of determining the purposes of expenditure; selection of the most 
effective purpose; analysis of strategy to achieve that purpose; long term 
planning and budgeting; and measurement of results achieved by expenditure 
are essential for efficient management--even if P.P.B.S. and cost-benefit 
analysis, as originally proposed, prove too cumbersome and costly for practical 
use. 
FINANCIAL MANAGEMENT AT TEACHING .HOSPITAL 
Neither the Cape Provincial Administration nor Groote Schuur Hospital 
I 
Group have ventured into the field of contemporary budgeting methods. The ·, 
procedure currently employed is the traditonal one of line-item budgeting with 
incremental estimates for expenditure in the next financial yea
1 
(April 1--
March 31) being prepared by all Provincial hospitals during September/October, 
for submission to the Department of Hospital Services in November. 
40. 
At Groote Schuur Hospital the process starts with a request to all 
Departmental Heads in August for their requirements for the following 
year in various categories--equipment, accommodation and new services. 
These requirements are not submitted to critical assessment or pruning but 
are simply collected and collated by the Finance Section of the hospital, 
costed, summarisea and finaiiy presentea in detaiied break-down in the 
categories described previousiy--not in a departmental classification--but 
as items to be purchased. Estimates for new services are the only section 
where an approach to programme budgeting is made, where the cost of equip-
ment, staff and maintenance expenses are presented for a functional unit--
but only for one year--not long term. 
There is no mechanism for costing functions or departmental activities, 
nor can management responsibility for resource utilisaticn be delegated to 
Departmental Heads, as essential data on departmental expenditure is not 
available. 29 It follows that the administration of the hospital is equally 
unable to exercise proper control of departments or units, as the information 
f . 1 ' f d' . b . bl 30 or comparative ana ys1s o expen 1ture 1s uno ta1na e. 
It is obvious that until better costing methods are implemented, the 
possibility of undertaking progrannne budgeting or cost-effectiveness even in a 
~edified form -- at ~roote Schuur Hospital, is a remote one. Further 
obstacles to such a step are--
1. The absence of standard mechanisms in the South African budgeting 
system for ensuring the availability of funds for long-term 
projects. 
2. The stop-start financial policy of Central Government which makes 
long-term financing uncertain and subject to cuts, counteracting 
the value of planning 5 - 10 years ahead. 
3. Progrannne budgeting and cost-benefit analysis require expertise 
which ·- is not readily available in the Republic and is expensive 
in terms of time and money. 
I There is no justification--despite these problems--fo~ ignoring the 
potential of new financial management tools. Computerisation ·1of various 
aspects of hospital activity--including stores and personnel aRlocation--is 
under consideration at present, which will simplify costing of l consumables 
and the analysis of staffing costs per unit. 31 Availability of these da ta 
will provide the necessary information on functions and programmes for 
I analysis, planning, measurement, control,and decision-making on future 
resource allocation. 
41. 
Serious consideration should be given to the institution of 'rolling' 
budgets whereby provisional estimates of financia l requirements can be given 
for 2-3 year periods as well as firm estimates for the ~irst year. 32 This 
will allow for the development of programmes on a continuing basis with some 
certainty that funds will be available when required and for surplus funds to 
be carried for~ard intc the ne~t fiscal year i~5tead of re~erting to tha 
Treasury as at present. 'Rolling progrannnes' for public expenditure have 
been used for some years in Britain which indicates the fe asibility of this 
33 proposal. "A budget rationally designed for management use would open 
new dimensions of administrative potential. 1134 
COST CONTAINMENT 
The ultimate aim of administration should be the opt~mal use of re-
sources in pursuit of stated policy objectives. Optimal implies that not 
only are resources rationally distributed in accordance with organisational 
goals but also that resource utilisation is carefully controlled. 
The basic processes of auditing have been briefly described. Pre-
audit constraints for Groote Schuur Hospital Group are imposed by the official 
~ c; 
Tender regulations and are strictly adhered to. J., Post-audit funct ions are 
diligently performed by the Provincial auditors and Revenue inspectors . 
Control of resource use entails much more than auditing, however, and 
encompasses the whole field of setting goals; policy-making; allocation of 
resources; choosing between alternatives; balancing cost and benefit; planning, 
personnel and materials management~ equipment selection and maintenance; 
building design and maintenance as well as co-ordination, supervision and 
control a.nd development of effective communication and information systems. 
Many of these matters are dealt with in subsequent chapters and discussion in 
this section will be restricted to some general principles of cost containment. 
General Principles 
Griffiths and his co-authors analysed two medium-sized hospitals over 
a four year period and concluded that there are four areas in which costs can 
I be most effectively controlled. ·, 
1. Planning and control of physical resources--particulaYly b~ eliminating 
duplication of costly facilities and by sharing services. 36 The size 
of hospitals is another factor of importance which requires investigation 
as it is generally believed, on the basis of Feldstein's w~rk, tha t there 
are decreasing economies of scale in hospitals which have more than . 37 
1 000 beds. 
2. Scheduling of Patient attendances and services can reduce costs by 
increasing occupancy, reducing length of stay and eliminating un-
necessary delays an.cl tim'=' W-'l Sted, i!1 ~·J:?.iti:1g f~r im;estigatio11s anci 38 procedures. 
3. Medical decisions on investigation and treatment account for approx-
imately 75% of total hospital cos t s. 39 It has been reported that 
considerable savings can be effected by instituting peer review 
l10 procedures to control doctors' use of resources. Feldstein claims 
that increasing the number of doctors employed improves productivity 
ff . · · · 1 · 41 ,:• d" h" h 
and e iciency--particularly in .arge hospitals --a L~n ing w ic 
requires further investigation. 
42. 
4. Control of resource utilisation--by measuring performance and comparing 
it with pre-determined norms. This can result in improved effective-
ness and cost containment if practised at departmental head level as 
well as by the upper echelons of management. 42 
Schulz and Rose believe that controlling costs is in conflict with 
the other goals of hospital administrators and medical practitioners, who 
consider high quality care, expansion, acquisition of high technology equip-
ment, research, and increasingly sophisticated facilities and services, as 
being more desirable institutiqnal goals than cost containment. They suggest 
that costs can only be controlled if institutional objectives are redefined--
initiated by the administrator--to incorporate community needs and by setting 
priorities such as reducing personnel, limiting high technology expansion and 
43 seeking alternatives to hospital in-patient care. 
The Groote Schuur Hospital Group is a 1 573 bed academic hospital 
group with four major functions--patient care, connnunity service, teaching 
and research. Training of many students in many disciplines, in addition to 
under- and post graduate medical students, is a major task. Valuable clinical 
and scientific research is an ongoing process. More than 1 min1ion outpatient 
I attendances and 57 000 admissions are recorded annually in the Gr oup. Groote 
\ Schuur Hospital personnel run f amily planning services, psychiat1ic and obstetric community services and travel to other centres and rural ar eas to 
provide necessary medical ~are. The average length of stay for the Group is 
8,8 days, the average bed occupancy is 103%. The average case-fl;ow rate f or 
inpatients is 38 patients/bed/year compared with Feldstein's average of 
43. 
23 patients/bed/year in a group of British hospitals. 44 The quality of 
accommodation offered is certainly not luxurious for patients--and is grossly 
inadequate in many regards for staff. 
In view of these facts it is obvious that cost-savings must be sought 
in the areas of highest expenditure rather than in attempting to increase 
utilisation, turnover or to downgrade facilities. Definition of objectives; 
more efficient design of buildings; more effective organisation, co-ordination 
and control; more appropriate utilisation of staff; improved scheduling of 
patient services; reduction in the number of investigations reques ted; and 
careful analysis of all ser~ices, to ensure that the most cost-effective pro-
cedures are used, are avenues which must be explored, some of which are 
discussed in greater detail in later chapters. 
PARTICIPANTS AND INFLUENCE 
"He who pays the piper calls the tune." 
The old adage is an accurate reflection of the situation in regard to 
Groote Schuur Hospital Group and its participants. The State, The Cape 
Provincial Administration and its Department of Hospital Services are undoubt-
edly the most influential participants in the hospital's environment--but not 
quite proportionate to their financial input. 
The University, whose monetary contribution is negligible, has been 
given considerable influence in terms of the Joint Agreement. The Divisional 
heads and other clinical Professorial staff, who have absolute control of the 
clinical service in the hospital, are appointed by the University who pay 51% 
of their salaries. 45 The remaining 49% plus a non-pensionable 'overtime' 
allowance (approximately RS 500/annum in 1977), is paid by the Provincial 
Administration who effectively, therefore, pay the larger proportion of 
Professorial salaries but exercise little or no control over the actions of 
these University employees. 
Other clauses in the Joint Agreement confer considerabl1e powers on the 
University in regard to additions and alterations to hospital b~ildings; new 
hospital buildings; control of Joint Staff; advisory responsibility for 
management and functioning of the group of Teaching Hospitals; ~nd for staff 
nominations, establishment changes, major equipment, new drugs and other 
46 matters. 
44. 
The Agreement requires that many other matters shall be determined by 
agreement between the University and the Provincial Administration and also 
provides a mechanism foy consultation "between these two organisations by 
means of a Joint Standing Advisory Committee" and for settling disputes by 
b . . 47 ar 1trat1on. 
The amount of influence exercised by the University over the affairs of 
Groote Schuur Hospital is clearly unrelated to its financial contribution and 
derives largely from the historical involvement of the University in the plan-
ning, building and development of the hospital and th~ co-operative relaticn-
ship between the Cape Hospital Board and the University. 
It has not proved possible to quantify in any way the influence of the 
other participants discussed in Chapter 1. The Teaching Hospital Board, the 
general public including patients, statutory councils, commerce and industry 
and many other official, quasi-official and unofficial bodies all affect 
hospital policy, goals, norms, values and provision of services to a lesser 
or greater extent as do the personnel employed by the Groote Schuur Hospital 
Group. 
Rherunan attempted to measure the contribution-inducement balance between 
a hospital and its participants--both external and internal--by assessing the 
value of the contributions from funding bodies, patients, personnel and otner 
organisations and the rewards received by these participants from their relation-
ship with the hospitai. 48 Despite considerable research, analysis and atte!::lpts 
to estimate the power of the participants, he concludes that the result is 
inconclusive and unsystematic. 49 This is, nonetheless, a very interesti~g field 
of study with practical implications for the hospital administrator, who must 
steer a course between the various spheres of influence and the pressures of 
conflicting interests without disturbing the delicate balance of power, yet · 
maintaining an effective organisation. Further research would be rewardi~g. 
SUMMARY 
The hospital system is dependent upon various inputs in order to achieve 
its objectives. Financial, human and material resources are t~e most signifi-
1 
cant inputs of which money and its management are of prime importance. 
The Groote Schuur Hospital Group is wholly subsidised by ithe Cape Pro-
vincial Administration which derives 82% of its funds from the Trea8ury. In 
comparison with the income provided by the Provincial Administration, tte cash 
I input from the other two contributors, the Teaching Hospital Board a~d the 
University, is negligible. 
45. 
The funds allocated · to Groote Schuur Hospital itself are spent on a variety 
of services to other institutions both in the Gro~p and in other Regions. 
For clarity and simplicity the whole Group is, therefore·, considered as one 
organisation for analysis of expenditure and .. costs, Analysis of Group costs 
and activities for a nine year period indicate that hospital costs have risen 
disproportionately compared with activity, personnel numbers and the consumer 
price index. Costs of other Teaching Hospitals in the Republic have risen to 
an even greater extent which is possibly related to the difference in salaries 
paid to the various racial groups and the marked increase in activity of the 
Groote Schuur Hospital_Group. 
Hospital cost inflation is a cause for serious concern and methods of 
identifying the causal components should be investigated, Standardisation of 
hospital statistics and statistical methods is essential before research int~ 
these problems can be undertaken. 
Newer theories of financial management such as programme budgeting and 
cost benefit or cost-effectiveness analysis could also assist administrators 
in achieving more effective and efficient resource utilisation, particularly 
if accurate costing methods and 'rolling' budgets rather than single year 
budgeting were implemented. Active cost containment is also essential and 
various principles can be applied to the process. Those which are applicable to 
the Groote Schuur Hospital Group will be explored in more detail in the relevant 
chapters. 
The most influential participants in the affairs of the Group are the 
Provincial Administration and the Department of Hospital Services who provide 
virtually all the financial input. The University, however, exercises con-
siderable influence over many aspects of hospital activity and personnel, 
despite its minimal cash contribution. Quantification of the influence of 
these and other participants has not been possible but further research would 
be a worthwhile and interesting exercise. 
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3. . "HUMAN :RESOURCES 
Manpower is the costliest input to the hospital system--functioning 
in two ways, Firstly, as the raw material (students) which is converted into 
one of the hospital's 1noducLs--trained heal th personnel--and secondly as a 
major factor in the ccnversion of other inputs. These aspects of hospital 
manpower make personnel administration--covering t:he whole gamut from classificj 
ation and definition of jobs, through selection, recruitment and allocatjon to 
motivation, incentives and rewards--a predominant concern of managerr.ent. 1 
Students of the psycho-social aspects of organisations have also stressed the 
importance of patterned human behaviour and the roles, values and norms of 
1 l 
. . . . 1 peop e wor o.ng in ocganisatJ.ons. 
The theory of Personnel Administration in public organisations, includ-
ing hospitals, is the subject of sever.al excellent t e.xts. 2 This work is net, 
however, concerned with the principles of personnel management hui: rather with 
selected aspects of the human inputs to the hospital system which are relevant 
to the theme of improving the hospital's product by means of more efficient and ! 
~ 
/ 
more effective use and management of resources. 
GENERAL BACKGROUND 
Provincial hospitals are governed by the requirements of the Public 
Service Act and Code3 which determine the classificat ion of posts including 
rank and grade; merit sys tems; salary grading; supplementary b0.~e£its; quali-
fications for appointment and promotion; the application of a closed career 
system to certain categories of personnel (the Adminis trative Division); and 
many other factors affecting hospital employees. 
I 
The Staff office, which serves the whole Group, are concerned only with ( 
the application of these regulations to hospital emp loyees and deal with the 
paper work inv0lved in acivertising vacancies, making appointm2nts , arranging 
trans.fers, promotions, resignations a~1d retirements, payment of salaries, 
deductions for Pensions, Hedical Aid and Income Tax, Housing Subsidy payment s, 
recording leave taken and other administrative functions. Some personnel 
activities notab ly recruitment , selection and training are the responsibility 
of individual departmental heads. The Medical Superintendent and T.H.~.A.C. / 
perform other personnel functions as described in the Joint Agreement. I~ 
50 • 
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addition, the Hospitals Department are responsible for certain activities 
relating to hospital staff particularly the creation,of new posts, determin-
ation of some salaries, merit a~sessment and appointment ·to . promotion posts. 
There are no professional personnel managers at Teaching Hospital. It is 
considered that many of the matters which will be discussed in this Chapter, 
indicate the ne~d for such ~Y.pe~tise a~d fc~ a centr~liz~d pc~:or.ncl zer~icc 
to be established. 
Cla~sification 
The Public Service Staff Code classifies hospital service personnel ~ 
into five divisions--Administrative, Professional, Technical, Nursing and ) 
General (see Figure 3.1). A sixth category contain,those staff who are paid 
at local rates ·of pay--domestics and labourers of various grades. There are 
more than 90 categories of personnel in the hospital service divided into 
several ranks and grades. The organising of all jobs into specific categories 
based on duties, responsibilities and appropriate qualifications is the corner-
stone of a job-orientated career system. This classification is essential for 
efficient management and motivation of personnel in any enterprise and has 
• A 
particular application in academic hospitals, where diversity of skills and 
qualifications is possibly greater than in any other organisation. Position-
classification, whereby jobs are grouped rationally according to function, 
responsibility and. training--and are given standardised 
facilitates selection, promotion placement and training 
staff and also allows for equitable remuneration. 5 
Variable conditions of Employment 
descriptive titles--
of all categories ~ ~ 
Groote Schuur Hospital personnel who work in the Group and/or in 
Departments at Medical School, are further subdivided by employer and conditions 
of service (see figure 3.1). These are--




Joint Staff employed by the Provincial Administration on Provincial 
conditions of service. 6 
Provincial Staff on Provincial conditions of service. 
The differing salaries, conditions of service and benefids to which 
these three groups are entitled counteracts to some extent the advantages 























Medical Staff i 
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Classification of Personnel by Division and Employer. 
EXPENDITURE ON MANPOWER 
In most developed countries payroll expenses absorb 60-75% of total 
hospital operating budgets. 7 In the United States, the salary component has 
decreased steadily from approximately 70% in 19568 to 59% in 1970 and 52,5% 
in 1975. 9 The reasons for this are not clear but are possibly indicative of 
increased expenditure on machinery, equipment, supplies and services--rather 
than of any reduction in personnel numbers which have in fact risen steadily 
over the same period. For the Groote Sc~uur Hospital Group, payroll expendi- ~ 
ture as a proportion. of total costs, remained more or less constant for the · 
period 1967-1976 at approximately 58%. In the period 1970-197~, actual 
; 10 • , I 
personnel costs for the Group increased by 128% compared with1 a rise of 57% 
for the same period in the United States. 11 These increases have cancelled 
out the potential benefits of mechanisation and have almost equhlled the in-
creased cost of equipment and consumable supplies which rose by ' 150% at Teach-
ing Hospital between 1970 and 1975. 12 
52. 
An analysis of payroll costs for the Group by Divisions is shown in 
Figure 3.2. It is apparent that the Professional Staff, (89% medical), com-
prising only 10,6% of the total a~e paid a disproportionate share of the 
total payroll (39,5%) and that nursing staff~ 40,3% of the total staff 
establishment cons t ituting the largest group, are comparatively poorly paid 
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Groote Schuur Hospital Group : Expenditure on Personnel 
and Value Index (1976) 
A value index was calculated for the five categories listed 1n the table, 
as a ratio of 
the amount earned by each group as a percentage of the total payroll cost 
number of personnel in each group as a percentage of the total establishment 
The value index for professional and technical i::ersonnel (3,7) indicates 
financial rewards which are significantly higher than those receiveq by the 
other categories, in recognition of high academic qualifications and major 
responsibility for patient care and teaching. In comparison, the value index 
for nursing staff (0,6) is considerably lower and is not connnensurate with 
' their qualifications or degree of responsibility. A breakdown qf nursing 
' personnel into trained and untrained staff, gives a higher valu~ index for 
trained staff of 1,18 ( see Figure 3.3). This is still low, how~ver, compared 
with the professional, technical and administrative groups and i hdica tes t hat 
the nursing profession is undervalued in t erms of monetary rewards. This 
index, applied to more defined categories of staf f, may prove to be a useful 
measure of the value accorded by soc iety to a variety of functioJs and the 
1 
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people who perform them. The index could be developed for weighting various 
categories of jobs in the private aa well as the public _sector. It might 
then be useful, i!l conjunction with job evaluation, fo r determining appropriate 
salary scales for key personnel in the hospital service . 
No. % of total 
. staff Remuneration Total Value Index 
Trained nurses 
(including staff nurses) 908 14,9 2 456 560 12,6% 1,18 
Untrained nurses, 
(including students, 
1542 25,3 2 280 486 11, 7% 0,46 pupils, nursi~g Assts, 
and orderlies) 
TOTAL 2450 40,3 4 737 046 24,8 0,6 
FIGURE 3.3 Value Index for Nursing Staff Trained and Untrained 
The basis of remuneration for the various categories of personnel at 
Teaching Hospital is determined at present by the Public Service Commission 
according to the Relative Value of Qua lifications (RVQ) as evaluated by the 
H S . R h C ·1 l3 d d" . 1 h f uman ciences esearc ounci , an accor ing to experience, engt o 
service, sex, race, age and other factors. 
Monetary rewards - Inequities 
Salaries in the public sector are generally lower than those paid by 
commerce and industry, which creates difficulties in recruitment and retention 
of personnel and contributes significantly to the problems of hospital manage-
ment. There are, additionally, many factors which mitigate against fair and 
equitable compensation in the public service, particularly at teaching 
hospitals. 
1. Differential salary scales for black, white and coloured personnel - \ 
There is no justification for this practice which is the ca~se of con-
siderable resentment. It is essential that . 2.ttempts, which.
1 
are being 
made by medical and nursing organisations to achieve equal ~alaries for 
I all races, should meet with success in the near future. 
54. 
As previously mentioned it is 
considered ~ecessary to eliIBinate unnecessary friction between Joint 
Staff and Provincial Staff which arises as a result of higher University 
salary scales, particularly in the Paramedical disciplines. This could 
be resolved by amalgamation of teaching and clinical Departments of Speech 
Therapy, Occupational and Physiotherapy. Slow progress is being made in 
this regard by t~e various bodies concer~ed~-14 
3. Differential 'RVQ's r The evaluation of qualifications commences at RVQ 8 
for a Junior certificate and reaches a top value of RVQ 19 for medical 
specialists . This grading hould go hand-in-hand with Job classification 
as a basis for equitable remuneration. There are unfortunately anomalies 
in the grading which negate its intrinsic value--see Figure 3.4. 
Qualifica- Place of Disciplines Period of RVQ Connnencing Salary 
tions study Study (Annual) 
Diploma In service Radiography 2 years 12 R3 390 
Diploma In service Med. Tech. 4 II 12 R3 750 
Diploma College Nursing 3 II 12 R3 390 
B.Sc. University Nursing 4 II 13 R3 930 
B.Sc. II Physic 4 II 13 R3 930 
Diploma College Social Work 3 II 13 R3 930 
B.A. University Social Work 3 II * 13 R4 110 
B.A. II Social Work 4 II 14 R4 470 
B.Sc.Hons. II Biochemistry 4 II 14 RS 010 
FIGURE 3.4 Comparison of RVQ gradings for various qualifications, 
and salaries of hospital personnel in different 
disciplines (1978) 
Note: * At Universities in the Cape Province the Social Work course is 
still 3 years. The first 4-year graduates will qualify in 1980. 
I 
Newly qualified Radiographers (2 year training--RVQ 12), are paid the 
same connnencing salary as nurses from college (3 year tr.aining
1
--also RVQ 12). 
I B.Sc.Hons in Biochemistry RVQ 14 earns RS 010 whereas the 4 ye~r degree in 
Social Work earns only R4 470. The 4 year degree course for Social Workers 
merits an RVQ 14 grading whereas the 4 year degree course of Physiotherapy 
and nursing is only graded RVQ 13. This matter requires investigation and 
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rectification as the s taff affected by these gradings neither understand nor 
accept the unequal gradings and salary scales, whicp cause loss of morale, 
fl . d b. 15 con ict an itterness. 
4. Payment fo r ·ovet~im~ f- Overtime in hospitals i~ paid only to personnel } 
working in essential clinical services--excluding nursing staff. It is 
apparent that clinical staff should. not work additional hours if this 
16 would affect patients' safety or the quality of care. On the other 
tired staff are better than no staff and if additional hours are worked 
on an organised basis to maintain essential services, then personnel 
should be fairly compensated. 
Since 197.4 full-time doctors in the Government and Provincial Service have 
been paid a non-pensionable allowance for additional hours worked. This 
payment for overtime was finally agreed to in response to considerable 
pressure from the Medical Association and other full-time medical staff 
. . 17 organisations. 
There are many .disadvantages to this system of additional remuneration 
which is the antithesis of professionalism. Professor H.W. Snyman 
President of the S.A. Medical and Dental Council said -
The standing of doctors falls a little further every time 
they use -methods borrowed from the Shop. PaYIJlent by the 
clock is in itself inappropriate to medicine. 18 
Many doctors--particularly those in teaching hospitals who have teaching 
and research commitments in addition to their clinical duties, work up 
to 60-80 ·hours per week and are therefore still not adequately compensated 
for their labours. 
This system of payment has also caused resentment amongst older 
clinicians, professors and departmental heads who may earn less than a junior 
registrar in a learning situation, if they (the seniors) feel unable to work 
56 hours/week on a regular basis. In the National Health Service in the 
United Kingdom a similar situation has arisen and has caused similar angry and 
I 
d . 19 a verse reactions. 
.\ 
The present methods of determining an employee's worth i o the organi-
sation and to society are patently unsatisfactory, being neither fair nor 
equitable. Other methods must, therefore, be sought. 
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Proposed ·Basis for ·Equitable Compensation 
Before a fair salary scale can be determined for a~y job, the job must 
be analysed, described, specified and finally evaluated and then compared 
with a variety of other occupations. 
any job are identified by interview, observation or other means. 
It is the identification of the tasks which comprise the job 
and the skills, knowledge, abilities and responsibilities 
that are required of the worker for successful performance 
and that differentiate the job from all others.20 
\ 
! 
Job Specification is a written statement of the qualities and abilities re- / 
quired from an employee for satisfactory job performance. It sets the \ 
standard for the minimum and maximum qualifications needed for the job, 
It is essential that the content of jobs and the qualifications needed for 
the job are accurately defined, if technological and organisational rzquire-; 
ments, as well as the social and personal needs of the employee, are to be 
satisfied. Recruitment, selection, appointment, performance appraisal and 
promotion criteria are provided automatically--if the study of work is proper-
ly done -- and appropriate filling of jobs is greatly simplified. This is the 
process of job design which should be completed before job evaluation is 
d . 1 1 1 . . 21 attempte, part1cu ar y 1n arge organisations. 
Job Evaluation measures the worth of all the jobs in an organisation in a 
systematic and logical manner, comparing one job with another in order that 
the correct rates of pay may be determined. 
Basic to the process of job evaluation is the need to identify the characteris-
tics of the job for which the employer is willing to pay. These are called 
compensable factors aµd are intrinsic to the job. There are four factors which 
can be considered as standard--Skill, Effort, Responsibility and Working 
Conditions which are all discernible to some degree in all jobs.
22 \ I , 
\ The compensable factors must be chosen by a group consisting of management and I workers to ensure that the selection is accepte.d and approved b.y a represent-
ative sample of employees from all levels. The same grou? shou~d al so be 
responsible for determining the weighting which will decide the l final value of 
a factor. · This weighting is usually arbitrary and can be based on syste~s in 
use elsewhere, but must also relate to the value of that factor fo~ the individ-
ual institution. 
57 • • 
There are four _commonly used methods of evaluation. 
Non-Quantitative 1. Ranking 
2~ Classification 
Quantitative 1. Point Rating 
2. Factor-comparison 
For the purpose of this discussion, which is to find a system of evaluation 
for jobs in hospitals, the non-quantitative methods need not be considered 
in depth. 
1. Ranking, whereby all the jobs to be considered are arbitrari_ly ranked from 
top to bottom, . is only useful in small organisations. It is a crude system, 
which can be improved by using a paired-comparison technique -but the basic 
drawbacks of subjectiveness and inconsistency will still prove problematica1. 23 
2. Job classification ·systems assign jobs to classes or grades. Job descrip-
tions are helpful in determining in which class jobs should be placed. The 
classes, e.g. cleric~l, nursing, admi~istrative, professional, tend to be very 
broad and may contain a widespread variety of jobs in one group which are not 
strictly comparable. The system is however easily understood, inexpensive and 
simple to apply to large or small undertakings. This is the method used in the 
24 Republic for the public service as described by Cloete. 
3. The Point Rating method is the most widely used of all job evaluation con-
cepts. It is the simplest of the quantitative methods and has the additional 
attributes of objectivity, uniformity, consistency and comparability. The 
whole process of job design must first have been painstakingly completed and 
the compensable factors defined and weighted. Key jobs must be priced by means 
of local wage surveys to enable management to fix the rest of the wage structure 
and a degree scale (geometrically or arithmetically calculated) must be con-
structed.25 If the points are extended along a continuum for each degree, 
considerable flexibility can be attained which is invaluable in an organisation 
such as Groote Schuur Hospital where the range of skills, educ~tion and 
responsibility is so great. .\ 
' A aseful point-rating scheme devised by Peromnes is apperfded as 
Appendix A at the end of this chapter. 26 Eight factors are des dribed and 
graded--problem-solving, consequences of errors of judgement, pressure of work, 
knowledge, comprehension, equivalent educational qualifications and training 
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experience. · The maxi.mum number of points awarded for each factor is 170 which 
increases exponentially from the lowest to the high:st grade. 
Factor compari son ensures comparability of va!"ious jobs..:-e.11 jobs are col!lpa!"ed 
automatically with key jobs and those previously evaluated, · factor by factor. 
Secondly, evaluation can be carried out directly in terms of money although 
. . 
in practice most users convert cash values to points to avoid constant adjust-
·27 
ments to match changing wage levels. 
Factor comparison is complex. It is difficult to establish and explain 
and time-consuming to administer, and if the key jobs are not accurately 
evaluated the entire structure w~ll be skewed for value and wage level. There 
is no degree-value scale incorporated in factor comparison evaluation which 
makes this method somewhat arbitrary and rigid. 
Large enterprises such as Groote Schuur Hospital would derive consider-i-
able benefit from the use of either of the two quantitative methods of job 
evaluation. Point-rating systems have several advantages--as described--and 
it is considered that a system like the Peromnes job-rating scale could be 
developed very satisfactorily for us~ in hospitals--with some adjustment and 
changes to select the most suitable factors. Groote Schuur Hospital is not, 
however, an isolated entity but is part of the Public Service and must be 
considered in that context. Job evaluation for Provincial hospitals might well 
involve evaluation of all jobs in the Public Service and consequent rest-ructur-
ing of the classification. This would be an interesting. and worth-while under-
taking and it is considered that research in this field should be pursued. 
Monetary rewards are not the only inducements which can be offered to 
personnel to increase productivity, efficiency and job satisfaction as the 
f . . . h . d . d 2 8 Th d work o many soc1.olog1.sts, psychologists and others as 1.n 1.cate . · e nee 
for self-actualisation; good work relationships; effective communication; goal 
.. ~congruence; a pleasant physical environment; facilities and time for research; 
availability bf equipment and personnel; subsidised visits to overseas institu-
tions and conferences; managerial concern for the welfare of employees; 
provision of standard benefits--and many_ other factors, must be taken into 
i 
account if the human resources of organisations are to be effeitively managed. 
Equitable remuneration is nonetheless of considerable importande for 'economic 
man' and the development of a fairer basis of remuneration shoJld be given high 




In view of the large amount of money · spent annually on personnel, 
hospital manageDent ~~st concern itself most particularly with determining--
1. The correct number of employees required to perf~rm essential functions. 
2. The most effective and ec0u0mi~al allocation of all categorles and 
grades of staff. 
3. The effect of personnel numbers on quality and outcome of hospital care. 
Staffing ratios are useful measures for detecting areas of inappropriate 
staffing levels and serve as a basis for intra- and interhospital comparisons 
and for forward planning of personnel needs. Johnsson and Neuhauser, in 
analysing the difference in Swedish and American hospital staffing ratios, 
conclude that the reasons are multifactorial and complex. Their study is of 
value in pinpointing the causes for high staffing r a tios in American hospitals 
and reveals that the South African situation lies somewhere between the two 
countries studied, in terms of social practices, philosophy of medical care, 
national economy, availability of labour and so on. 29 9omparison between 
staffing ratios at Groote Schuur Hospital and other hospital~ both local and 
overseas, proved to be a frustrating exercise due to t he lack of definition 
of published statistics and of the method s of collection and calculation. 
The most clearly defined information is the s tatistics published by the 
American Hospital Association, for a large universe of community general 







A patient day is the unit of measure denoting lodging facilities 
provided and services rendered to one inpatient between the census-
taking hour on two successive days.30 
Adjusted patient days 
The equivalent admission rate includes outpatien visits converted to 
equivalent inpatient days on the basis of 5.74 oJ tpatient visits= one 
inpatient day. This equivalence is deri ed from the ratio of hospital 
revenues from outpatient visits to r evenu s fr m inpatient days of care, 
the conversion developed and used by t he American Hospital Association ••.•. 
This conversion ratio varies annually.31 
Adjusted census is derived by dividing the number of 
by the number of days in the year. Adjusted patient 
both inpatient and outpatient services. 3~ 
d . Id . a Juste patient days 
days account for 
r 
60. 
4. Full-time equivalent (FTE) personnel (is) calculated by adding half the 
33 number of part-time personnel to the total number of full-time employees. 
Calculations 
The figure .of 5,74 was the ratio calculated for American hospitals in 
1970. Calculations based on the data published in i976 indicate that the ratio 
. f . 1 34 d h 0 f 0 ·11 h f b d . 1 1 . is airy constant an t 1s 1gure w1 , t ere ore, e use in ca cu ating 
comparative staffing ratios for the Groote Schuur Hospital Group. 
The reievant statistics for 1976 are35 
Inpatient days 
Outpatient attendances 
:. Inpatient · equivalent 
Adjusted patient days 
Adjusted daily census 





1 . 203 145 
1 203 145 
5.74 
= 209 607 
209 _607 + 479 079 = 688 686 




= 5 . 794 (5 500 + (1/2 X 588) ) 
Ratio FTE : adjusted daily census - ·5794 
1882 
3.08 
The rate= 308 FTE for 100 adjusted daily census. 
Cape Peninsula Hospitals use an arbitrary 3:1 ratio for equating out-
patient attendance with inpatient days. If the previous calculations are 
repeated using the 3:1 ratio rather than 5,74:1 to derive inpatient equivalents, 
the rate = 241 FTE for 100 adjusted daily census (total daily units). Which-
ever ratio is used for calculating inpatient equivalents, the 1976 rate for the 
Group is lower than the 1976 average of 350 FTE for 100 adjusted daily census 
for connnunity general hospitals in the U.S.A.--which has risen steadily from 
268 in 1970. 36 
The total number of people employed 1n the Groote Schuur '. Hospital Group 
I 
(6088 in 1976) seems high. It would appear, however, that compared with the 
average American hospital the Group may well be understaffed. As an academic 
·\ 
hospital group with teaching and research connnitments it is a maj 'or referral 
centre, treating intensively a complex case-mix of patients suffering from 
severe and complicated illnesses. To perform these functions effectively it 
I 
is suggested that the staffing rate should be higher not lower than the average 
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connnunity general hospital in the U.S.A. where, in addition, mechanisation is 
more advanced and labour more expensive. 
General hospital stuffing ~ates serve several puLposes. 
1. It has been reported that they are valuable indicat?rs of the quality 
and effectiveness of patient care and as a function of task complexity 
d h 1 . 1 h' . . 37 an tee no ogica sop istication. 
2. They provide an indicator for determining reasonable staffing require-
ments, which will assist administrators in making rational decisions on 
justified need for additional personnel rather than unquantified demand. 
The present state of the art in obtaining data for comparatjve and 
evaluative purpo?es is unsatisfactory and there is a pressing need for uni-
formity and standardisation of methods of measurement, collection and calcu-
lation of hospital statistics in the Republic. Information on the appropriate 
number of personnel required to provide various levels of service would be of 
great value for planners of hospital services and research into this subject 
should be given high priority by state and Provincial health service admini-
strators. 
Having considered overall staffing ratios, attention should next be 
directed towards individual categories of hospital staff. A great deal of 
research into nurse staffing has been reported in the literature and the 
methodology for this discipline is fairly advanced. Discussion of staffing 
ratios for specific categories, will, therefore, be restricted to nursing 
personnel, anticipating that other groups can be investigated at a later stage 
using similar methods. 
ALLOCATION OF NURSING STAFF 
One of the earliest American nurse staffing reconnnendations was pub-
lished by the National League of Nursing Education in 1937. 38 That connnittee 
proposed that 3,5 nursing hours per patient day be used as a guideline. The 
first attempt at scientific analysis of nurse staffing needs in England was 
published by the Manchester Regional Hospital Board in 1957. 39 Tmis method 
assessed workloads in each type of nursing unit and determined a ~atio of beds 
to full-time nurses. This was followed in 1965 by the Report of the Working 
I 
Party on the Revenue Consequences of Capital Schemes.
40 
This workkng party 
produced a strategy for nurse manpower planning which became known as the 
R.C.C.S. formul_a and which has been extensively used. Nursing allocations at 
Groote Schuur Hospital, which resulted from a survey conducted in the Republic 
• 
11 . · 1 h. f 1 
41 
several years ago, are genera y simi ar tot is ormu a. 
These earlier methods reconnnended very clearly~defined ratios for 
various wards and patient types, with allowances for particular departments 
62 . 
e.g. emergency and outpatients; for the size of · the ward; for pupil and student 
nurse study time; for the proportion of trained, untrained, and learners and 
many other variables. All these formulae were based on the ratio of nursing 
staff to beds or to census. The mix of staff i.e. the ratio of trained and un-
trained staff and the proportion of student nurses was also defined, but unanim-
ity has not yet been reached in this regard. It was soon generally realised, 
however, that such an approach was unsatisfactory, because nursing needs do 
not correlate well with either beds· or census but are dependent, primarily, on 
the amount of care required by individual patients (which changes constantly) 
and the standard of nursing to be. attained or the quality of care desired. 
Needs are also dependent on effective utilisation and adequate motivation of 
nursing staff. 
Patient classification and staffing 
During the 60s several researchers published patient classifications 
which aimed at determining categories which would reflect the level of need 
for nursing services.
42 The basic classification was into three levels of 
dependency and the associated care required. 
1. Independent 
2. Partially dependent 




This classification and its application have been intensively investigated, 
expanded, modified, included in the basic planning for Progressive Care 
Nursing and for hospital design--but have failed to achieve universal accept-
ance or usage. Several problems have not been satisfactorily resolved--partic-
ularly those associated with weighting for each category. Variability of 
Hospital design; ward layout; admission and discharge procedures; standards 
of practice; sophistication of equipment; and availability of ancillary 
personnel and services are unquantifiable and make standardisation difficult 
if not impossible. It has, therefore, been neces_sary for each h~,spital to 
carry out its own time-consuming and costly work-study investigat·ons to 
determine individual weightings and the patient ·classification concept has only 
achieved limited recognition as a result. I 
I 
63. 
Relationship between staf fing ·and 'Quality of 'Care 
At the same time many workers and organisations started to inve stigate 
the relationship between nurse staffing and quality of care and methods of 
,• 
quantifying quality. These studies indicated a very wide range of staffing 
ratios in apparently similar hospitals, which could not be accounted for even 
after standardisation of variable factors. It was generally accepted that 
staffing patterns and ratios affect the quality of care and the Ministry of 
Health in conjunction with the Royal College of Nursing set up a Project 
Team to investigate and establish, if possible, criteria for measuring the 
quality of care. 43 If the quality desired can be defined, it should then 
be possible to assess the number of nurses needed to achieve that quality, 
b . ' . d h . 1 d h. h 1 · ,_ 44 earing in min tat quantity a one oes not ensure ig qua 1~y. ---..... 
Some methods for measuring quality of care will be discussed briefly in 
Chapter 7, but no satisfactory method of relating quality of care to quantity 
of personnel has yet been devised according to Rule. 
There is so far no measurement which can satisfactorily be applied 
to the establishment of nurses required to carry out patient 
care at an optimum level.45 
Methodologies 
Although a universally acceptable methodology for assessing staffing 
needs does not yet exist, some very interesting techniques are being applied 
to the problem and new concepts, which are attracting considerable support 
46 have been propounded. 
1. Simple description--The simple descriptive process is the simplest and 
most widely used method of assessing nursing staff requirements. Information 
about a variety of factors from different sources is used, relying upon 
previous experience, norms set by standard reported ratios, and standards set 
--i>y professional organisations. Census data and procedures regarding ad-
missions, discharges and availability of personnel are also taken into account. 
Decisions re staffing are intuitive, based on anecdotal knowledge and 'rule 
of thumb' calculations. 
I This method is the basis for assessing nursing requirements at Groote 
Schuur Hospital which are calculated from a set of rules, simi1ar to che 
R.C.C.S. formula. This allows for variations in degree of illriess, medical 
specialties, outpatient departments, theatres and so on and makes t he necess-






The staffing of Intensive Care (IC) units at Groote Schuur Hospical 
provides an example. The allocation is based on a requirement of 
1 IC trained sister for every 4 patients. 
1 assistant nurse for every 4 patients. 
It has been found from experience that 5 nurses are needed to ensure that ONE 
is always on duty in the IC unit for 168 hours per week (i.e. 24 hours X 
7 days), 12 months in the year. 
It is therefore necessary to have 10 nurses (5 trained and 5 assistants) for 
a 4 bed unit or 20 nurses ·fot an 8 ·bed ·unit. 
In comparison Tinker states 
The staffing in an intensive therapy unit has to be based on a 
ratio of ·one nurse per patient for each 24 hours. Including the 
necessary allowances for holidays and occasional absences·, this 
means a complement of 4;25 nurses pet ·bed and a total of 34 for 
an eight bed I.T.U. (emphasis mine)47 
Boam gives the figure of 4.2 staff required to provide continuous cover 
48 
by one nurse for 168 hours per week. It is obvious that Beam's and Tinker's 
figures are s~milarly derived and both recommend a higher staffing ratio than 
is the norm at Teaching Hospital. 
The practicality of -the empirical approach is further evidenced by the 
remarkable similarity of the figures given for nursing hours per patient in -
1937 - by the National League of Nursing Education - 3,5 nursing hours 
per patient. 
1966 - by Paetznick for the W.H.O. - 3,27 nursing hours per patient. 
Paetznick's guide for staffing, based on information and opinion 
collected from 112 nurses, doctors and hospital administrators from various 
countries and visits to hospitals and health units, is an admirable example 
f h d . . h d 49 Th h d h h d h o t e escr1pt1ve met o . ese met o s ave muc to recommen t em--
notably simplicity, practicality and cheapness. 
2. Industrial Engineering~ Thi~ more sophisticated approach to nurse staffing 
studies specific activities, work flow, r ·eorganisation and assignment and 
I 
simplification of tasks. The major value of industrial engineeJ;ing is in the 
analysis of repetitive tasks and for programming the labour for ~e in appro-
priate situations. Work Study investigation of the work actuallJy done by the 
nursing staff is of value in revealing the amount of non-nursing work done--




In a recent study the Work Study Branch of the Cape Provincial Admini-
' 
stration used random-sampling techniques to study the. work of the trained 
• . d . . d d 1 · 50 nursing staff in Gynaecology an Obstetrics Wars an Neonata units. This 
study resulted from a reconnnendation by Sanders to the Direc.tor of Hospital 
Services in 1973 that trained nurses should receive work study training and 
be utilised to invescigate scaffing needs in Cape Provincial Hospitals.
51 
The study is still incomplete but it is hoped that future investigations will 
include all nursing grades and that factors such as ward design and bed 
occupancy will be taken into account. Durbin and Springall describe a very 
detailed investigation undertaken at Case Hospital which has provided that 
institution with valuable guidelines for nursing staff allocations.
52 
Work Study is a technique which must be used with care. It is not 
generally appreciated that work · study is a potent agent for perpetuating and 
formalising what already exists and that work study analyses per se can en-
trench incorrect work habits and patterns. Furthermore., as indicated by the 
Hawthorne experiments, measured productivity in manual work increases with the 
interest workers feel is being taken in them53and inevitably, people work 
harder if they are being watched--particularly if the watcher has a stop-watch 
in his hand. The reports of work study measurements, must, therefore, be 
examined critically, acknowledging that the report is not necessarily an 
accurate reflection of normal daily activity and may present a picture distorted 
by the circumstances of the recording, 
·Nursing staff tend in any event to concentrate on task-oriented activ-
ities, assigning these higher priority than psycho-social activities such as 
patient educat_ion, comfort, support and family counselling. This tendency is 
emphasised by work sampling analysis and techniques on which nursing alloca-
t i ons may be based, 54 
Work Study is. no more than a useful tool, It is inherently too rigid 
and bureaucratic in its approach to be permitted to dictate final policy and 
.should be only one component of the process of assessing nursing staff re-
quirements--and not the entire process. 
i 
3 0 . h h f . h 1· I h • perations Researc -T ere are ew reports int e iteratur.~ on t e 
application of operations research to nurse staffing. Griffiths describes 
several mathematical programming models but states (work publisi ed in 1972) 
that few of these had reached the stage of practical application.
55 
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Wolfe's Nurse Staff i_ng Model relates the optimal mix of nursing staff on a 
patient unit to cost. Using a panel of nurses, Wolfe~divided nursing care 
66 • 
into nine task categories and subdivided these again into · severity of illness. 56 
This method apparently required considerable manipulation to .allow for a 
variety of unquantifiable factors and needed refinement before it could be 
utilised. Griffiths also reft::rs to work by Warner and the General Electric 
Company "Medinet" service57where mathematical programming and computers have 
been successfully used to determine weighting for skill levels, care required, 
maxima and minima of staffing levels and the allocation of 'pool nurses'. 
3.1 The Nursing Pool -A significant improvement in nursing staff allocations 
has been effected by the increasing utilisation of a 'float' or 'pool' of 
nurses. In most hospitals, units are staffed as near maximu~ as the staffing 
position allows, at all times, in order to guarantee adequate coverage at peak 
periods. This system is obviously wasteful and the rationale for utilising a 
float of staff has long been accepted. Large, hospital w·ide floats are im-
practical, however, and demand too wide a range of capability and experience 
from the ·nurses in the pool. 
Bahr and associates have propo_sed a limited p-.:>ol system, which, in 
58 their hospital, operates in the surgical wards only. The concept can 
obviously be extended, so that hospitals would maintain several pools, each 
serving related specialties and generalised overstaffing could be minimised. 
Bahr's system has been computerised and they report that approximately 85% 
of the original work force are still employed in the surgical units as before; 
± 8% form the pool and the services of the other 7% are no longer required--
the equivalent of eleven full-time professional nurses. Several other 
interesting reports describe the use of part-timers in the pool and incorporate 
1 • . d b d . 59 eva uative reporting an u geting components. 
3 : 2 Queueing Theory ~ an be utilised to determine the number of pool staff 
likely to be required for different shifts in various departments, allowing 
for changing priorities, although the technique has limitations if there is a 
. 60 wide range of options. 
I 
3.3 Monte Carlo Simulatio~ )can also be used if ·computer facili ~ies are avail-
able to test the alternatives and to present to nursing administ~ators the 
possible effects of, for example, an unexpected increase in the number of 
patients. The number of additional nurses required for additional patients, 
• 
would be precisely determined and possible deterioration in service if the 
need is not met, could be defined, The administrator. is thus enabled to 
take appropriate action timeously if a staff short-fall occurs and the 
standard of care in a unit i~ at risk.
61 
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Operations Research is developing fast in this field but it is expen-
sive and requires strong technical skills and computer availability, It would 
seem that these methods are unlikely to find a practical application for some 
years yet in the Republic but certainly look promising for solving problems in 
the future. 
4. Management Engineering -This methodology utilises the tools of both indus-
trial engineer~ng and operations research in determining nurse staffing re-
quirements. It also employs the techniques described under the simple descrip-
tive method and draws upon systems theory, as well as setting objectives, 
evaluating performance and imposing quality control. As with all ideal con-
cepts the practice falls far behind the formulation and considerable effort 
is still required before the methods achieve general acceptance and applic-
ability. · There are several outstanding contributions in this field, notably 
the Connnunity Systems Foundation manuals, the Connnission on Administrative 
Services in Hospitals (CASH) prograrrnne in California, and the Aberdeen formula 
applied in the United Kingdom. 62 
These methods take into account Patient Classification and Progressive 
Patient Care requirements, ward layout, specialities, bed occupancy, avail-
ability of ancillary personnel and special services such as central sterile 
supply and central linen supply. The Aberdeen Group found quality of care 
impossible to define but did define standards of care and allocated appro-
priate duties to different grades of nursing staff. The formula now in use 
derived from a detailed survey of many factors and has been found to be 
applicable to most non-mental hospitals in Scotland and to several hospitals 
in England. Before these methods can be implemented, however, extensive 
recording of patient dependency, desirable standards of care, nursing work-
load and the other variables on which the formulae are based, m~st be 
completed. \ 
Staffing and Costs 
In- a review of the literature for 1976 Christman critici l es most of 
the nurse staffing methodologies for failing to examine the cost implications 
68, 
• 63 of nursing care. It is apparent that ever-increasing pressure for reduction 
in hospital ex~enditure is forcing researcher~ to give more thought to · this 
important aspect of staffing needs. Man hours per unit . related to output 
(nursing and other staff) is an effective measurement of cost which requires 
investigation for possible use at Groote Schuur Hospital. 
Application oi Methods 
There are as yet no final answers to the problems of determining 
present nursing staff needs or of forecasting future requirements. Many of 
the sophisticated techniques described are not available to hospital manage-
ment in this country. It is possible, however, _to select an assortment of 
the more appropriate or applicable. methods and to start rationalising staffing 
of various units at Groote Schuur Hospital, anticipating that operations 
research and computer technology will be available within a ·few years if 
required. 
1. Work Study--An admirable start has been made with the work study now under-
way on the time spent on various activities during the sister's working day. 
This must be extended to all grades of nursing staff including students. The 
study should also assess the various tasks which can be assigned to each 
grade for comparison with the Aberdeen formula. 64 The optimal mix of nursing 
grades and the tasks allocated to each shift must be determined. 
2. Patient ·c1assification--Each nursing unit should keep careful records to 
determine the average degree of patient dependency in that unit. Many of 
the methodologies make specific recommendations for recording dependency of 
individual patients. 65 
3. Variables--Using the available formulae, allowance must be made for all 
the additional factors--ward layout, availability of other personnel, special 
services, hours of duty, discharge and admission procedures, special care and 
emergency units, theatres, outpatient departments, student teaching, vacation 
and sick leave. Allowance must also be made in calculating staffing needs, 
for elderly staff members and those nurses who are relatively unproductive 
or inefficient due to physical or mental infirmity. Every hospital has and 
will always have, a proportion of nurses (as well as other staff) in this 
·1 
category. 
4. Scheduling--Using a formula and weightings, which after in~estigation and 
careful consideration are selected as the most suitable- for local use, short-
term and long-term staffing schedules should be calculable with comparative 
69 • 
• ease. The availability of computing power will obviously facilitate scheduling 
and attention should be paid . to this in planning computer developments; 
5. · Pool/Patt timers--The provision of a floating reserve of qualified nurses 
(full and part-time) is essential, to ensure economic utilisation of nursing 
personnel, and should be implemented without delay far specific services. 
Special incentives should be offered poo1 nurses co compensace for che dis-
advantages and additional stresses incurred in being a 'floating' nurse. 
In order to investigate nursing staff allocations as outlined above, 
it will be necessary to set up a work team to select the most appropriate 
system and to follow through with implementation and · training. Such a pro-
cedure will be time-consuming and expensive. It is considered, . however, that 
both time and .money would be well spent if the endeavour resulted in more 
effective use of available nursing manpower and better servite to the patient. 
It is anticipated that the methods developed will be applicable to other 
categories of hospital personnel in broad principle, but the shortage of 
trained nursing staff and their importance in the patient care and admini-
strative processes of the hospital, make more rational allocations and 
utilisation of this ' scarce resource a managerial priority. 
SUMMARY 
Manpower must be considered both as a resource and as the means for 
processing other resources. The hospital organisation is totally dependent 
on its human resources for achievement of organisational goals and proficient 
personnel management is, therefore, essential. At present there is no pro-
fessional personnel management at Groote Schuur Hospital and it is considered 
that urgent attention should be given to instituting effective personnel 
policies with qualified managers. 
Provincial hospitals are governed by the Public Service Act, Code and 
Classification which is administered by the Hospital Staff Office. Teaching 
Hospitals are also affected by University employment practices. In the 
absence of a personnel department, several aspects of the personnel functions 
are performed at various levels by many people, including Depa~tmental Heads, 
Medical Superintendents, THCAC and the Department of Hospital S·ervices 
: 
Expenditure on manpower is the major component of hospi~al costs. 
I 
Comparing payroll costs with personnel numbers in various divisions it is 





basis for assessing the 'value' of various categories of staff. The Value 
\ 
Index for both trained and untrained nursing personnel is lower than for 
comparable disciplines and emphasises the need to reassess the system of 
compensation. 
70 • 
The basis for remuneration in the Hospital Service is considered to be 
inequitable for several reasons. Job design and evaluation--possibly in con-
junction with the Value Index would provide a fairer basis for remuneration, 
remembering that rewards, benefits and other motivators also play a signifi-
cant role. 
Manpower is so important and so · costly a resource that it must be 
utilised efficiently and effectively. Overall staffing ratios are considered 
to be indicators of quality and effectiveness and provide useful guidelines 
for assessing staffing requirements and for planning. Rational and economical 
allocation of staff is essential to ensure that maximum benefit is gained 
from the human resource input. 
Many methods for allocating nursing personnel are in use, several of 
which would be suitable for use at Groqte Schuur. Sophisticated operations 
research and computer techniques may become applicable in the future but are 
both costly and generally unavailable at present. A 'pool' of nurses offers 
immediate relief to nurse staffing shortages and should be investigated, 
; with other methods, . to achieve more rational, economical and effective staff 
utilisation. Once suitable methods have been developed, it should be possible 
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4. · SPECIALISATION; .PROFESSIONALS .AND.BUREAUCRATISATION 
The rapid growth of technology in this century has led to an explosion 
in the number and variety of people needed to provide patient care in the 
health field. This is particularly true of academic hospitals where adoption 
of the newest technical developments and the pursuit of excellence are per-
ceived as being integral to the academic function. As a result, the cate-
gories of medical, nursing, paramedical and technical staff have proliferated 
rapidly as have the support personnel needed to operate and m~intain complex 
equipment and plant. The requirements for increasingly knowledgeable and 
skilled personnel have led to the absorption of large numbers of knowledge 
workers into the hospital service. This has led to a revision of many tradi-
tional public service concepts regarding lifelong careers, identification 
with institution rather than profession and conformist orthodoxy, as greater 
mobility and professionalisation have altered personnel attitudes to organ-
isations.1 Increasing specialisation has also contributed to escalating 
~ 
, hospital costs as more skilled and highly qualified personnel demand better 
facilities and higher salaries. Greater complexity and improved quality and 
availability of health services have accentuated both the need for additional 
personnel and functional diversification. 
SPECIALISATION 
• 
The variety of personnel in the hospital includes a wide range of 
specialists 1n many fields, particularly in the Professional and Technical 
divisions. The steady growth of new categories of specialists in medicine 
has led to an increase in the number of registered specialties from 16 1n 
1939 (the first year in which specialists were registered by the South African 
Medical and Dental Council) to 32 in 1977. 2 There are, in addition, approxi-
mately 30 recognised subspecialties. The variety of specialised scientists 
I 
working at Groote Schuur Hospital--microbiologists, bioengineers, medical 
I 
physicists, biochemists, clinical psychologists, statisticians .and other 
disciplines such as computer scientists, pharmacists and dieti~ians also 
I 
increases steadily, as do the categories of paramedical workers, tech~icians 





In the Nursing Division, specialisation is also apparent and the S,A. Nursing 
Cquncil now recognises 17 post-basic certificates and diplomas--including 
courses in operating theatre tec~nique, orthopaedic nursing, paediatrics, 
psychiatry, spinal cord injuries, intensive_ care, nursing administration,and 
3 for Nurse Tutors. 
Specialists can only be efficiently employed in large organisations 
or combinations of organisations, where there is sufficient work for them to 
be fully utilised in their particular field--the economies of scale--and where 
less highly trained people are available to take over clerical and other non-
specialist jobs. This is particularly true of the large, complex, general 
teaching hospitals which have high levels of functional specialisation and 
medical techn?logy, departmental fragmentation and professionalisation and 
which can therefore utilise the division of labour to increase productivity and 
ff . . 4 e iciency. Centralisation of specialist expertise in a Regional institution, 
serving a wider area, is the most effective and economical way of employing 
specialists. 
Effects of Specialisation 
Groote Schuur Hospital is typical of these complex organisations, em-
ploying large numbers of specialists in a variety of departments, sections 
and units, each dedicated to the performance of specific tasks or the treat-
ment of designated groups of diseases or organs. The effects of specialisation 
on the Hospital organisation can be considered in four categories. 
1. Differentiation of function and the utilisation of manpower 
2. Costs 
3. Co-ordination and control 
4. Decision-making 
1. Differentiation of Function ·and ·utilisation ·of Manpower--Classical organis-
ation theory as expounded by Urwick, Taylor and others stated that division 
of labour and functional differentiation is essential to increase efficiency. 5 
i 
In small institutions where one person can be responsi~le for several 
different functions there is limited differentiation--but incr~asing size of 
organisation leads to increasing division of labour and the supposition that 
. 6 I both efficiency and economy are enhanced by greater size. Conversely, with 
increasing specialisation there is a need for increasing size of organisa tion 
to accommodate the specialists and ensure that they are fully utilised and not 
I 
I 
7 wastefully employed in an inappropriate manner. 
78. 
Specialisation, however, precludes interchange of personnel from one 
functionally differentiated unit to another and creates particular pro~lems 
with technical staff who are trained in highly specialised fields such as 
cardiac catheterisation, electro-encephalography, dialysis or pulmonary 
function. Technicians cannot be easily transferred between these units as 
required, nor does their present training promote functional flexibility as 
8 reconnnended in the Zuckerman report. The training of technologists both 
laboratory and clinical, is under review at present and consideration should 
be given to providing a common basic course which will facilitate transfer-
ability of technical staff from one specialty to another and improve utilisa-
tion of their. skills and knowledge. 
Similar problems occur in other services where specialised personnel 
are not fully occupied at all times but must be available innnediately if 
needed--in emergency departments, theatres, X-ray departments and els~where in 
the hospital. Sooe redundancy is essential in acute hospitals but flexibility 
in the utilisation of personnel should be planned to avoid wasteful allocation 
of this costly resource. 
2. Costs of Specialisation--In most instances, specialists (particularly pro-
fessionals) in the hospital service earn higher salaries than generalists. 
Highly qualified specialists are also expensive to train and consume more 
resources than other hospital employees. They also require expensive facili-
ties in which to perform their specialised functions. 
The capital and operating costs of the organisation increase exponen-
tially with the increasing differentiation of the activities undertaken by 
the hospital. Control of costs generated by specialisation encompasses the 
whole field of avoidance of waste and cost containment but particular attention 
should be paid to ensuring that specialists are appropriately employed and not 
involved in routine tasks which could be performed, as effectively, by lower 
grade staff. 
the objective is to increase the productivity of all level~ of manpower 
by assigning functions to the least skilled and lowest paid occupational 
I groups trained to perform the particular task.9 
The consequence of this policy however, is the employment of increasing numbers 
of "unskilled" workers whose motivation and productivity are low and who, in 
obedience to Parkinson's Law are usually too busy to fulfil the function for 
which they were appointed, as their work expands to fill their idle hours. 10 
If management is able to control the development of specialisation 
(which it may not be), the economic benefits of division of labour need to 
be carefully weighed against the increased consumption of resources by 
specialists and the hidden costs engendered by delegating routine tasks to 
less skilled and less efficient workers. 
79. 
3. Problems or ·co-ordination and ·control--The greater the degree of di£feren- ' 
tiaticn and specialisation the more necessary it is to co-ordinate the 
activities of many functional groups and to ensure that they are working towards 
a common goal. Specialists tend to be more concerned with the welfare and 
goals of the group to which they are attached than to the job to be done or to 
11 organisational goals. 
Effective co-ordination is essential to overcome these tendencies and 
to avoid or resolve conflict between competing specialists. Charismatic pro-
fessionals, inherently committed to the division of labour and professional 
autonomy, require considerable co-ordinating and administrative effort. 
Gross describes professional intransigence thus--
The strong sense of one's own competence will necessarily result in 
an unwillingness to accept orders or follow rules. Hence the pro-
fessional will insist that he knows best .•• and that the rules of 
the organisation are just so much red tape that gets in the way of 
the attainment of professional goals,12 
In their own functional activities, however, specialists may be self-regulating 
13 and can effectively co-ordinate their own activities without external control. 
4. Decison-making--Much of the decision-making in professional organisations 
is decentralised, and participation in planning and policy-making, as well as 
decisions on resource use, occur at a fairly low hierarchical level. This 
effectively brings about specialisation in the work of making decisions so 
that, optimally, each one is made at the point in the organisation where the 
greatest expertise is available. 14 
The presence of large numbers of professional specialists in hospitals 
is accompanied by pluralist and collegial attitudes to decision-making. 
Accommodation and a process of mutual partisan adjustme~t tend to predominate, 
I rather than rational and quantitative methods. As competition £or scarce re-
sources increases, however, specialists are compelled to adopt lef s subjective 
modes of decision-making and have to participate in more ".scientific: processes 
l in regard to planning and resource allocation. Their participation in this way 
is not only of value to the organisation but also adds to the satisfaction and 
I 
rewards of the participants and enhances co-operation and co-ordination. 
A more detailed study of the decision-making process at Groote Schuur 
80. 
is presented in Chapter 6, but it is worth noting here that the decision-
making processes in a hospital are, by the nature of the service offered and 
the expertise of the participants, very widely distributed at the operating 
level. 
PROFESSIONALS AND PROFESSIONALISATION 
Professionals form a significant percentage of the workforce at 
Teaching Hospital (10% in the Professional Division--but ! 32% if trained 
personnel in the nursing and technical divisions are included) as shown in 
Figure 4.1. It is therefore important to understand the concept of pro-
fessionalism, which occupations qualify as professions, and the effect of 
professionalisation on the organisation. 
Category Number of Qualified 
Personnel 
Total Number of 
Employees 
Percentage of Total 
Staff 










.1 974 .6 088 
Groote Schuur Hospital Group: Percentage 
of Professional personnel (1976) 
32,4 
Professionalism has developed from the ancient cult of elitism and 
was confined initially to the three 'learned' occupations of divinity, law 
d d . . 15 an me 1c1ne. 
Characteristics of the Professions 
Professionals are a limited high status group--characteirised by 
certain well-defined core traits-- .\ 
1. There is a basic body of abstract knowledge over which thJ profession 
I has guardianship. This special knowledge is acquired by formal train-
ing in a body of theory--each profession exercising judgement over the 




. . . d 16 knowledge is created or applied rather than communicate . 
· 2. The formal training period is never less than 5 years and includes a 
period of intensive practical apprenticeship during which profession-
al connnitment is inculcated. This process is described by Greenwood 
as an 'acculturation process' which transforms the neophyte into a 
professional by internalisation of "the social values, the behaviour 
norms and the symbols of the occupational group. 1117 
3. They have autonomy and authority--based on the body of knowledge--
which is characteristically not subject to supervision or control by 
administrative authority or external regulation. They can exercise 
. d d . d 18 in epen ent JU gement. 
4. There is commitment to an ideal of service and to a code of practice 
and ethics which is administered by a member-elected controlling 
5. 
body. Members of the profession must be registered in order to 
practice and can be de-registered. They are members of a moral 
cormnunity basically responsible to their consciences and exercise 
punitive control over violations of the ethical code by other members. 
Each professional community is cohesive, homogeneous and self-
19 regulatory. 
They exercise a monopoly over their chosen tasks and require 
imagination, initiative, creativity and innovativeness to perform 
these tasks optimally. Tasks are generally speaking not routine 
and are delegated to subordinate occupations once they become 
. • d 20 routinise • 
6. They are frequently concerned with matters of life and death--and 
are usually protected in the work situation by the guarantee of 
. · 1 d . . 21 h h 1 . d privi ege connnunication. Bot t ese statements are re ative an 
variable, depending on the particular profession and the laws of the 
country. 
Using these criteria, none of the so-called professions
1 working in 
the hospital, with the exception of medicine, qualify for the t .itle--thus 
I 
excluding nurses, paramedicals, social workers, clinical psychologists and 
scientists. Few are in fact professions according to Etzioni (~riting in 
1969) but should rather be called semi-professions. / 
I 
... we shall refer to these as semi-prof essions. Their training is 
shorter, their status is less legitimat e, their right to privileged 
communication less established, there is less of a specialised body 
of knowledge, and they have less autonomy from supervision or 
societal control than 'the' professions.22 
82 • 
This statement still holds true for many of the Supplementary Health Service 
professions but a few, particularly clinical psychologists, are movinE; 
towards full professional status. 
The Continuum of Occupations 
Greenwood clarifies the issue of professions and semi-professions 
by describing the occupations in a society as being distributed along a 
continuum, wi~h the established professions (medicine, law, architecture) 
occurring at one end and the unskilled manual occupations being placed at 
the other end. The remainder are spread between the two extremes. If this 
concept is applied, it becomes unnecessary to create a sharp distinction 
between professions and semi-professions and all occupations can be con-
sidered as a gradation from one extreme to the other, which is more applic-
able to 'real' life. 23 
To clarify the matter further, nursing will be considered in some 
detail. 
The Nursing Profession 
The constant striving of the nursing profession for true professional 
status is well documented and is marked by increasingly valid claims to 
24 autonomy. In the intensive care unit, the family planning clinic, the 
rural district nursing clinic or outpatient department, the registered nurse 
is now diagnosing and treating in her own right. The legal and statutory 
barriers which confined nurses to handmaiden status are crumbling and as 
clinical nurse specialists they are achieving independence and professional-
isation. 
Professionalisation and role expansion of nursing is p~oceeding a-
1 
pace in extra-hospital and rural situations as a measure to reLieve the medi-
·i cal manpower shortage and to contain costs. The clinical nurse . specialist 
is also receiving recognition as an autonomous professional in 1cademic and 
I other hospitals, as doctors delegate, inc reasingly, more of their routinised 
tasks to the nursing profession. 
Effect of Professionalisation of Nurses 
The upgrading of the nurses role will have profound effects on 
hospital organisation which are considered with reference to Groote Schuur 
Hospital. 
83. 
Efficiency of the S~!'."vice--'!''he ~!::.jcr £~:lcticns of an a.ca.<leraic hospital are 
patient care, service to the community, teaching and research. These object-
ives must be achieved as efficiently and economically as possible. The 
changing status of the nurse will affect primarily patient care and com-
munity service, and it will be the responsibility of hospital management to 
ensure that nursing professionalisation improves the quality of care and 
service provided by the hospital. If the clinical nurse specialist is to 
assume some of the functions of the doctor, duties must be reallocated in 
accordance with the best interests of the patient and the capabilities of 
doctors, and the most effective utilisation of their special skills, must be 
very carefully assessed. It is not only the most technical therapeutic 
activities for instance, that require medical training. The first appraisal 
of the patient--the critical point of initial contact--is equally demanding 
of professional medical skills as it is at this stage that vital decisions 
"+ are made regarding the patients' physical, psychological and social needs 
' which require special attention. If decision-making on patient care at this 
point is delegated to personnel with lesser qualifications and training, the 
ultimate outcome of the patients' encounter with the hospital may be preju-
diced and the entire system fur.ction less effectively. This important issue 
requires careful comparative research and evaluation. 
Career Structure--The present structure of the nursing staff organisation 
compels the bedside nurse, who seeks status and financial security to forsake 
clinical nursing and enter the administrative or teaching fields. There are 
no 'top-jobs' for clinical nurses in any health care organisation. 
Posts of Principal Sister (equivalent to Senior Matron) were created 
recently as the result of a study by Sanders and her preliminary report to 
I 
h D . f H . 1 S . 25 h. h h . . h t e irector o ospita ervices, w ic as improved t e care:er structure 
I for the clinical nurse, but she is still excluded from the higher echelons of 
the nursing hierarchy. The situation is similar in the United t ingdom 
following the recommendations of the Report of The Committee on Senior Nurs-
ing Staff Structure (The Salmon Report), in which 10 grades of nursing posts 
were proposed. The three highest grades are administrative or teaching 26 : posts. The result of forcing the ambitious bedside nurse into the 
administrative or teaching fields in order to gain promotion, is possible 
role conflict for the nurse herself, with ensuing strain, tension and 
potential diminution of productivity and efficiency. 27 
The career structure for the clinical nurse specialist, nurse 
practitioner or clinical nurse consultant must be defined and her place 1n 
the nursing hierarchy and the patient care team clearly established, with 
promotion opportunities and salary equal to those of the administrative 
28 nursing grades. 
84. 
Autonomy and Responsibility--The clinical nurse specialist should be given--
and must accept greater responsibility for independent decision-making other 
than in the nurturent role. This assumption of 'medical' tasks will have 
far-reaching effects on manpower utilisation and on the division of labour 
in the hospital which have been well described by Christman. 29 One can 
speculate on the one hand, that the 'new' nurse--fully professionalised--will 
become autonomous, independent,intolerant of bureaucratic controls and less 
concerned with overall hospital objectives but committed instead to the goals 
of individual departments like her medical colleagues. Conversely, the nurse 
may transfer to her new role the bureaucratic functions traditionally per-
-+ formed by the nursing staff, carrying out as at present, the functions of 
' the bureaucratised professional, which are so essential to the effective 
f h h . l 30 management o t e osp1ta. 
Legal Status--!£ the clinical nurse specialist is to become more autonomous, \ 
existing legal barriers must be removed. S.A. Nursing Council regulations 
permit the registered nurse to perform any function, within the therapeutic 
· progrannne for which she has been trained. The nurse is personally respons-
ible for her own actions but is not supposed to act except on 'Doctors 
orders' other than in an emergency. Midwives are exempted from this ruling 
in certain circumstances. 31 This condition perpetuates the subordinate 
role of the nurse and a change in the regulations must be made to enable 
the new professional to act independently. 
Training (Basic)--The teaching of student nurses should move away from the 
•\ 
'block-system' where nurses move in and out of the hospital--en bloc--to 
college and back ' again. The Medical Student model of integratetl teaching 
I 
and practice should be utilised for nurse training, to avoid the separat ion 
between theory and practice which exists at present. University -tri.'.ining of 
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sufficiently integrated with ward practice. Teaching progrannnes should 
· be revised with this in mind, 32 
Training (Post-basic)--The administrative nm::se, whose essential co-ordina-
ting and correlating role will be discussed at a later stage, must have a 
Diploma in Nursing Administration to oe appointeci to a senior administrative 
nursing post at Groote Schuur Hospital. This course has been upgraded to a 
university post-basic diploma in several centres which enhances the potential 
of these graduates to develop the innovative and creative attributes of 
f . 1· 33 true pro ess1.ona ism. 
In the administrative field also, the possibility of the profession-
alised nurse-administrator becoming less bureaucratised must be considered. 
The hospital is wholly dependent on the co-ordinating, controlling and inte-
grating functions of the Matrons whose concern is holistic as regards the 
hospital rather than departmentalised or fragmentary. Professionalisation 
of the administrative nurse should enhance her function as regards realisa-
tion of organisational goals, and dedication to the role in the hospital 
which nursing personnel are uniquely qualified to _fill • 
••• namely t~ ensure that patients receive the quantity and 
quality of nursing care that they need, at the place and 
time they need it, and that this care should be free 
from risk. This is the core function of the nurse 
administrator. 34 
Interprofessional Relationships--The expanded role of the professional nurse 
will also affect her relationships vis-a-vis other professional and semi-
professional staff, especially doctors. Doctors will have to accept and be 
able to adapt to the autonomous and self-regulating nurse or conflict will 
arise. Studying the present situation, where increasing numbers of nursing 
personnel are specialising in various fields--stomatherapy, blood separation 
techniques, intensive care, psychiatry, and as paediatric associates and 
anaesthetic assistants--and are encouraged and welcomed as colleagues by the 
medical staff, it is not anticipated that serious problems will arise, but 
this is a subjective view and developments will require carefui monitoring 
I 
and co-ordination. ·i 
Initiative, co~petence, willingness to accept responsibtlity for 
I 
clinical decision-making, and a spirit of independence combined with intellec-
tual ability and technical skill, will open the doors tc true profet.sionnlism 
for the nursing personnel both in and beyond the large academic health-care 
institutions. 
Job satisfaction--The frustration of the clinical nurse specialist is an 
aspect of prcfessionalisation to which leaders of the profession will have 
to give serious consideration, pa~ticularly in hospitals, where many tasks 
which these nurses may consider themselves competent to perform are still 
the responsibility of junior medical staff, 
In hospitals where there are no interns, the presence of these 
86. 
\ 
highly trained nurses will be of immense benefit to the patients and the 
nurse specialist will find work in this situation fulfilling and satisfying. 
As a result clinical nurse specialists, having acquired the necessary 
expertise at academic hospitals may move out, on completion of their train-
ing, to other institutions where they will be better able to utilise their 
skills and professional judgement. This could deplete the training hospitals 
of qualified nursing staff unless precautions are taken to ensure that the 
non-monetary rewards in the training hospitals are as great as those in rural 
and peri-urban institutions. 
Professionals versus the Organisation 
The view is widely held that conflict between professionals and the 
35 -t organisation is inevitable in a buLeaucracy. Assuming that the organisa-
tion is best served if the goals and norms of the organisation are subscribed 
to by all participants, it follows that any group within an organisation 
which is pledged to serve independent and possibly different sets of goals 
and norms, will inevitably act, at some stage, in a manner which is at vari-
ance with the organisation's own objectives. Professionals form such groups, 
bound by allegiance to professional organisations and codes of conduct, 
which may take priority over the demands of the organisation employing the 
professional. The latter are task-orientated, highly mobile and are not 
usually bound by loyalty or career opportunities to the organisation, in 
contrast to the administrative hierarchy who are predominantly organisation 
orientated. 
Conflict may also arise between authority based on prof;essional know-
ledge and that based on the bureaucratic hierarchy; centralisatiion of power 
'j 
and control favoured by bureaucracy and the professional's need : for de-
centralised autonomy and self-regulation; and as role conflict in individuals 
I with dual functions. 36 \ 
11 
••• conflict arises from growing inconsistencies between 
specialist and hierarchical roles. 11 37 
\ 
87. 
Hospitals are, however, wholly dependent on their professional em-
ployees for accomplishment of organisational goals and health professionals 
are increasingly dependent on hospitals for facilities, equipment and other 
specialists to pursue their own objectives. -Professionals are thus induced 
· 38 . . to tolerate the demands of bureaucracy and the organisation must learn to 
accommodate the pr0feseion~l's rcquire~ents for clinical freedom and 
independence. 
Conflict 
Suppressed or unresolved conflict is particularly damaging in 
hospitals~ resulting in organisational stress, tension and loss of morale. 
Ways and means of resolving conflict must be actively sought even if this 
is at the expense of bureaucracy and flexible, pluralistic modes of manage-
ment should be developed with decentralised, polycentric structures which 
encourage participation of the professional in management and top-level 
decision-making. Increased professionalisation of administrators will also 
f · 1 · fl. 1 ' 39 aci itate con ict reso ution. 
:: ·, ·· At Groote Schuur Hospital, conflict between professionals and bureau-
cracy is becoming more apparent as centralisation of control and bureaucratic 
inroads into professional autonomy increase. This is manifested by open 
criticism of the administration, forceful protests against administrative 
attempts to control prescribing and other clinical practices, indifference 
to administrative appeals for more rational resource use, formation of 
pressure groups, and increased turnover of medical staff. 
Participative management has been tried at Groote Schuur Hospital with 
varying degrees of success. There are individuals who do not wish, or see 
no need to become involved, and others who actively resist the commitment. 
The few who do actively participate make a valuable contribution and derive 
satisfaction from their achievements. Delegation of responsibility for 
finding solutions to problems created by scarcity of resources, or for 
achieving desired goals, has not been successful, but continued effort is 
essential if the professional staff's ability and expertise is ~o be fully 
utilised. New techniques for gaining co-operation and for generating enthu-
siasm for administrative goals must be sought while allowing pro:fessionals, 
at the same time, the autonomy and freedom they value so highly. I Conflict 
is not necessarily harmful, but it must be legitimised and controlled . 
Careful analysis of the causes of covert and overt conflict will,optimally, 





Bureaucratisation of Professionals 
The impact of the organisation on the professional is an important 
factor in the management of hospitals. In~vitably, some professional em-
ployees become bureaucratised by the demands of the hospital for conformity, 
compliance and dedication to organisational goals. 
The word bureaucrat has many connotations--but to the extent that bureaucrat has any common meaning, it refers to a person perform-
ing specialised but more routine activ£ties under the supervision of officials in a hierarchical fashion 1 
The concept of bureaucratisation of professionals may, therefore, be taken 
to refer to the degree to which members of a profession are integrated into 
h . . . . d d . . . 1 42 Th t e organisation structure in supervisory an a ministrative roes. e 
bureaucratisation of nurses has been studied in detail by Heydebrand who 
describes them as the "production component" in the hospital, forming part 
f h d . . . 1· f h . 43 o tea ministrative ine o aut ority. 
The Bureaucratic Nurse 
An examination of the nursing staff function at Groote Schuur 
Hospital indicates close .conformity with Heydebrand's description. The "!' hierarchy of the nursing organisatiom; the system of nursing staff super-
visory controls; the role of the nursing staff in regulating and co-ordina-
ting most of the activities in the hospital; and their assumption of a large 
amount of bureaucratic authority--is an essential component of the hospital 
management system. The nursing staff in Teaching Hospital are responsible 
for delivery and co-ordination of patient care, administration of all wards, 
theatres, intensive care units and outpatient clinics. They control all 
housekeeping activities and domestic staff, laundry (despatch and receipt) 
and linen bank, and administration of the central sterile supply depot. 
They are partially responsible for catering (ordering and serving of meals 
to patients), for a large amount of personnel work (relating to nurses, 
housekeepers and domestics), and for a significant proportion of nursing 
education, as well as supervision and control of all student nurses and mid-
1 wives in the Group. In addition, they run the central equipment store, are . directly involved in the requisitioning, use, maintenance and condemning of 
many items of equipment, are 
services and the integration 
concerned with planning of accormnod1ation and 









As stated previously increasing professionalisation of nursing 
personnel--both clinical and administrative--will tend to conflict with the 
inherently bureaucratic function of qualified nursing personnel in hospitals. 
Two alternatives face the profession. 
1. They can become totally professionalised and .relinquish 
their administrative, supervisory, integrative role to 
lay personnel of various categories--or 
2. They can expand their role, participating more fully in 
high-level policy and decision-making and extending 
their activities in all directions and at all levels. 
The latter is the choice made by Searle for the profession in South 
Africa44and certainly--for as long as nursing remains a comparatively poorly 
paid occupation--this will be the most effective and economical solution. 
If the fully professionalised nurse is remunerated at a more appropriate 
level, in keeping with her qualifications and skill, then it may become 
necessary to delegate more of the general administrative functions, presently 
performed by the nursing staff, to other less highly paid and more available 
personnel • The possible consequences of this transfer of respons~bility to ... 
\ less skilled, less efficient and less dedicated categories have been dis-
cussed previously. 
Bureaucratisation or Professionalisation of nursing personnel has a 
more marked effect on the activities of the hospital than do similar trends 
in ether categories of staff--due to the large number of nurses we1rking in 
the hospital (1/3rd of the total staff) and to the importance of the nursing 
function 1n achieving the prime hospital goal of patient care. 45 Comparative 
analysis of the other professions, particularly those which are preponderantly 
female would be rewarding and might provide much needed insight into ways of 
improving management of women as employees. This research is beyond the scope 
of the present work. 
THE HOSPITAL ADMINISTRATOR--BUREAUCRAT OR PROFESSIONAL? 
\ 
·\ To conclude this discussion on the subject of bureaucrats and pro-, 
fessionals, the role and qualifications of the hospital's chief \exect~~ive 
require examination. \ 
The Hospitals Ordinance states 
I 






This pertains in all Provinces--not only the Cape--and in all St2te and 
Local authority hospitals throughout South Africa. 
A World Health Organisation survey on Hospital Legislation and 
Hospital systems in 1973 reported that--
1. Twenty-seven 0£ the fo~ty-szven reportin~ countries indicated 
that their hospital directors were doctors without clinical 
duties. 
2. Fourteen countries reported that all hospital directors were 
doctors with combined clinical and administrative duties. 
3. Twenty of these forty-one countries reported the use of lay 
administrators as well as medical directors. 
4. Three countries reported that hospital administration was the 
joint responsibility of medical and lay administrators. 
5. Three countries reported that all hospital directors were lay 
administrators without any medical participation in the 
management process. 47 
90. 
This report indicates that medical superintendence is still g·enerally 
accepted practice in the majority of countries studied. 
In the United States and Britain, since the Second World War, the 
tendency has been to appoint lay hospital administrators in preference to 
Medical Directors or Superintendents, except in mental and psychiatric 
hospitals. 48 When the National Health Service was introduced in Britain in 
1948 the position of Medical Superintendent in general hospitals was virtu-
ally abolished. This action was subsequently endorsed by the Bradbeer 
Report of 1954. 49 The Bradbeer Report and the First and Second Cogwheel 
Reports, examined in depth alternative means of organising medical staff and 
of involving doctors in the administration of hospitals. 50 In the United 
States, the Joint Connnission for Accreditation of Hospitals issued, in 1971, 
reconunendations for the institution of Medical Committees to 





These reports and proposals are very similar in nature and arose from 
the need to have a structured medical staff system which was not\ subject to 
the authority of lay hospital administrators. It is clear that organi sa t i on 
of medical staff in hospitalsJ where the chief executive is non-medicc.:S po •; es 
many problems and the solution in most instances has been the creatiou of a 
f 
dual hierarchy/dual authority system, where the medical staff function as 
a completely independent group within the hospital organisation. 
91. 
In the United Kingdom it is clear, however, that this situation 
proved unsatisfactory and the need for Medical administrators was emphasised 
in the Hunter Report, which discusses the requirements for their training 
and specified their role as one which was essentially complementary to that 
f 1 . . . d 1 d . . 52 o c inicians an ay a ministrators. 
In the Reorganised National Health Service (1974) the concept of 
consensus management, that is decision-making by agreement between all parties 
concerned rather than by majority vote or decree, was implemented, with the 
intention that no one discipline should be dominant in the administration of 
a hospital or -health service but that management should be based on a 
collegial model and decisions made by mutual accord. 
The need for medical administrators to assess the need for services; 
to provide information to clinicians for decision-making; to keep the balance 
between competing empires; to investigate, plan and develop new services; to 
improve relationships between community, hospital and governing authority; 
and to assist clinicians in the fulfilment of their managerial responsi-
bilities has been emphasised by McKee and others. 53 
Various reports in the literature indicate that the problem of who is 
best qualified to be the hospital's chief executive officer have not been 
1 d . S . h . . 1 . . 1 54 Th . fl. b reso ve since mit wrote nis c assic artic e. ere is con ict etween 
medical, nursing and lay administrators and governing bodies. Dual hier-
archy systems impose heavy strains on relationships between bureaucratic 
and professional structures which are inherently inimical. The medical admin-
istrator as a chief executive may reduce organisational conflict by absorbing 
strain and tension before it reaches the organisation but is subjected to 
personal role conflict as a result, with loss of specificity and clarity of 
h h . f . f . 55 t e c ie executive unction. 
The solution to conflict between hospital professionals and bureau-
crats and to the problem of which qualifications are required for the chief 
I 
hospital administrator, almost certainly lie in professionalisation of lay 
administrators and training of medical professionals in adminis f rat:i on. 56 
There is no specific training for hospital administrators i the 
I Republic. Cloete claims that the small number of people requiring 10 be 1 




. . d . 57 f . . .. spec1al1sed aca em1c courses. The need or professionalised lay admini-
strators is, however, so critical to the effective management of hospitals 
that it is considered that this matter should be further investigated . 
Proposals for a post-graduate Fellowship of the Faculty of Community 
Health (Administrative Medicine) have been submitted to the South African 
College of Physicians and Surgeons which will provide the f irst cou r se of 
this kind for medical administrators in the Republic, f ulfilling a long-
felt need. 58 
92. 
The role of the Medical Superintendent at Groote Schuur Hospital is 
a complex one . Supervision and control of all hospital activities does not 
include the teaching and research functions of Joint Staff--nor does the 
Medical Superintendent interfere with the clinical autonomy of the medical 
staff. Representative and head of the bureaucratic, administra tive hierar chy 
yet professionally allied to the medical personnel the Medical Superincendent 
is indeed subject to severe role conflict and divided loyalties. The onerous 
task requires exceptional administrative and professional competence as well 
as high-grade, professionalised, administrative colleagues and supportive, 
participant medical staff, who understand and accept their own managerial 
responsibilities. There is a very great need for suitable training of .medi-
cal and non-medical administrative staff to satisfy these requirements and 
to ensure effective co-ordination of all hospital activities. 
SUMMARY 
Modern hospitals employ an ever-increasing variety of specialists, 
necessitated both by the inevitable division of labour and by the need for 
high grade skills and expertise to perform dedicated tasks in an advanced 
technological environment. Knowledge in the medical and allied sciences 
has expanded with overwhelming speed compelling individuals to concentrate 
on specialised fields. 
Increasing specialisation has led to increases not only in complexity 
but also in size of hospitals to enable the economies of scale to fufiction, 
with centralisation of skills and equipment. Concomitantly, cos ts have risen, 
\ 
• 
·1 effective utilisation of personnel has diminished, co-ordinatio~ and control j 
requires increasing managed.al effort and decision-making has b~
1
come more I 
1 I decentralised and polycentric. 
Many specialists in the hospital are professionals with well do cu-
mented characteristics and goals which are diverse and not always congruent 
with those of the organisation. Professionalisation of various disciplines 
brings many problems as well as benefits 1n its train and the effects of 
professionalisation of the nursing staff in particular, will have wide-
ranging repercussions on hospital organisati~n. 
93. 
Conflict between professionals and the organisation may be the cause 
of organisational stress and tension and requires legitimation and the 
development of new managerial techniques and skills for its resolution. 
Unresolved or suppressed conflict may seriously damage goodwill,motivation, 
morale and achievement of organisational goals. 
The bureaucratisation of professionals, particularly of nursing 
personnel has led to increasing use of trained nursing staff in administrativJ 
and supervisory roles. The nursing hierarchy perform all the important 
co-ordinating and controlling functions in the provision of patient care in 
the hospital. Professionalisation of nurses may well disrupt this tradition-
al pattern of hospital management resulting in delegation of many general 
administrative duties to less well qualified staff. The results of . this 
change have not been fully considered or evaluated. 
The role of the chief executive in the hospital and the qualifications 
necessary for this position have been debated extensively and several alter-
natives have been proposed. The need for some form of medical organisation 
to control medical staff, who are not answerable to a lay administrator, has 
led to the development of dual hierarchies, the appointment of medical 
directors, or some form of collegial triumvirate in au attempt to avoid or 
resolve conflict between the organisation and professionals. No completely 
satisfactory solution has yet been found. It is suggested that the answer 
lies in training doctors as administrators and in developing a profession-
alised, non-medical administrative corps. Collegial Top-management, with 
medical, nursing and lay administrators, could then be effectively 
implemented. 
Many important aspects of manpower as an input to the hospital system 
have been omitted from the discussion in these two chapters. Th'e selection 
I of topics for inclusion has not, however, been entirely arbitrary and is based 
on their relevance to clearer understanding of the needs, roles, 
1
values and 
I interaction of hospital personnel and the search for more effective methods 
of utilisation and management of this costly resource. 
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5. · BUILDINGS AND 'PLANT EQUIPMENT A.,,.'t\ID SUPPLIES 
BUILDINGS AND PLANT 
The requirements for the physical environment cf hospitals have 
altered radically in this century. The technological advances which have 
taken place, particularly since the Second World War, have necessitated a 
complete revision of the approach to new hospital buildings and to the 
plant and engineering services which are essential to the functioning of 
these complex 'institutions. Hospitals built and designed within the last 
thirty years are already obsolete, modernisation tends to be uneconomic, 
while hospital building costs have skyrocketed. The problems facing health 
care administrators are the provision of essential facilities despite rising 
costs and limited resources and the need for careful consideration of 
several factors which influence planning. 
-. Expanding Needs 
\ 
The demand for highly differentiated and specialised areas within 
hospital buildings has followed the steadily increasing specialisation and 
super-specialisation of medical science itself. Table 5.1 gives an indica-
tion of the proliferation of services which has taken place in the ten-year 
period 1965-1975 at Groote Schuur Hospital. 1 
Division of Medicine 
Division of Surgery 
Division of Obstetrics and Gynaecology 
Ancillary Division 
Division of Radiation Medicine 
Division of Pathology 
Para-medical Services 
TOTAL 
: Number of Departments and 






























Equally important as regards expanding needs for hospital facilities, 
is the projected population growth in South Africa. Do~bling of the popula-
tion in the next thirty years to! 45,000,000 is anticipated2which will 
necessitate the provision of approximately 88,000 to ~10,000 additional 
hospital beds. This estimate i~ b~sei c~ the cur=ently r e co'ffiiuended South 
African norm of five beds per 1,000 population and a figure of four beds 
per 1,000 population, stated by Shain and Roemer to be the average level in 
the United States in 1959. 3 (The bed rate for the Western Cape in 1974 was 
3.68 per 1,000 population)
4 
Ambulatory care facilities and other services 
will need to expand pro rata or to an even greater extent. 
Apart from the net increase in requirements for beds and specialised 
facilities, there has been an accompanying increase in the g~oss floor space/ 
bed required for modern hospitals. Borup states that in Denmark, this area 
increased from 22 sq.m/bed in 1863 to 90 sq.m/bed in 1974. 5 The South 
African Report of the Committee of Inquiry into Norms and Procedures for 
Hospital Construction--(SAHNORMS), recommended a total gross area of 50-60 
sq.m/bed for general hospitals and 80-90 sq.m/bed for Academic hospitals, 6 
which is similar to the Danish figure. 
Rising Expectations 
More facilities are not only needed because of population growth but 
also as a result of changing consumer attitudes. 7 Provider attitudes, exem-
plified by the principle of the World Health Organisation that "the enjoy-
ment of the highest attainable standard of health is one of the fundamental 
rights of every human being118 have actively promoted the concept of free and 
equitable access to health services as a universal right. The general 
public in developed countries now demand sophisticated health care as a 
right--which health insurance s~hemes have brought within their reach in 
some countries e-lg. America. In the United Kingdom and other socialist 
countries in Europe--appreciation of the need for equitable distribution of 
health care to entire populations, has led to national health services or 
I 
similar systems for providing health care, which have also led to increased 
I 
demand and utilisation. Developing and semi-developed countries have 
different problems but within a generation or less the American \and ~urop~an 
I 
situation may be experienced in other parts '?f the world as well. I n Sout h 
Africa, better education will make people more aware of what is avai lab le/ in 
health care, while a general increase in earning capacity and th.e proEfe ra-
, 
tion of medical aid schemes will provide a greater number with the m~ans to 
pay for it, 
Technological Advances 
100. 
The discovery of new investigative, diagnostic and therapeutic 
techniques has also had an impact upon the kind of buildings, facilities 
and ser.vices which are required for modern hospitals. Cc!!!puterised axial 
tomographyand other sophisticated image-visualisation techniques; the use 
of electronic data-processing in an increasing variety of medical applica-
tions; the demand for extensive radiological, electronic monitoring and 
extra-corporal circulation equipment in theatres; the continuing expansion 
of intensive-care facilities with increasingly complex monitoring and re-
cording devices; the availability of high-powered cyclotron, linear 
accelerator and other radiotherapeutic machines--and the pot~ntial for 
treating patients with end-stage renal or cardiac failure--inter alia--
have stretched the fabric of existing buildings and plant to their limits. 
Changing Needs 
The need for expansion and development of new technologies has led 
inexorably to higher costs. The buildings per se are costly, but the 
services provided are more so. As a result, cheaper and simpler ways of 
_providing health care are being sought. Economic and social pressures are 
making it possible and necessary for patients to be looked after at home or 
in the conu:nunity rather than in expensive institutions. 9 Many investigations 
and minor operations which previously required admission for several days 
10 are now being dealt with as outpatient procedures. Average length of stay 
in hospital has decreased steadily11and several centres (particularly 
psychiatric and geriatric units) are utilising day hospitals as alternatives 
to inpatient care. The trend towards domiciliary and ambulatory care is 
gaining favour in many developed countries where home circumstances and 
connnunity services are more conducive to such developments. 
In underdeveloped countries, these favourable conditions are less 
prevalent and health care centres are more widely dispersed. Appropriate 
I 
systems of health care are being developed for these areas, based on local 
"j 
facilities and semi-trained health assistants, but at times hos~italisation 
is essential for investigation and treatment, necessitating trai el over long 
distances and removal of the patient from the support of family and 
' 
conmunity. South Africa, which is in an intermediate stage of developmenc , 
is faced therefore, with the dual problems of a decreasing need l or whit~ 
' hospital beds and rapidly increas ing demand f or inpatient and ambulatorJ 
101. 
facilities for the fast growing, largely underdeveloped, black population. 
· Disease pattern's and incidence also undergo constant if less dramatic 
change, necessitating provision of extra facilities and rendering others 
superfluous as life styles, technology and new drugs affect man, his health 
d h . . 12 h . . an 1s environment. Furt ermore, Governments 1n many countries are 
giving preventive Health Services much higher priority and a iarger share of 
resources than in the past--
When resources are limited it is clear that growth in any 
particular service can only be made if counter-balancing 
economies are made elsewhere 13 
This shift in emphasis from curative to preventive services must curtail 
the funds available to the curative sector for new buildings and sophisticated 
equipment. This trend is already apparent in South Africa where the need for 
greater expenditure on primary (preventive) health care is urgent and recent 
14 legislation leads the way to further progress in this regard. 
Teaching Requirements 
Academic Hospitals have a responsibility for educating students in 
many disciplines. For many years medical schools have been urging the ex-
--t" pansion of hospital facilities to make the training of more doctors possible. 
The needs of the South African connnunity for medical practitioners are 
seemingly insatiable. In many developed countries, however, there 1s a 
sudden and deepening anxiety about a possible over-supply of doctors. In 
under-developed countries on the other hand, increasing use is being made of 
medical assistants or nurse practitioners to compensate for the lack of 
doctors. South Africa is at the cross-roads regarding training of medical 
and para-medical personnel and decisions concerning the kind of health care 
personnel to be trained and provision of appropriate training courses and 
facilities, requires review, analysis and careful planning 
The emergence of new disciplines requiring teaching space in hospitals 
must also be considered, as must existing disciplines with changing syllabi 
and lengthening courses, to match increasing complexity of machinery and 
I 
techniques. 
Those responsible for the provision of health care--ac whatever level--
1 
cannot ignore these and other trends and developments--which are j as signifi cant 
in South Africa as elsewhere 1n the world. Responsibility fo!'.' the !:elec t ion 
of priorities and determination of areas for development, rests as much 1i ith 
those who actually spend the money as with those who allocate the rE:f ources, 
An awareness of all needs is essential for rational planning and 
· administration.' 
Spiralling Costs 
The cost of all building work has risen steadily in the past 10-12 
years. The Building Cost Index, compiled by the Stellenbosch Bureau for 
102. 
. 15 Economic Research, shows a rise from 100 in 1970 to 205 at the end of 1976. 
Overseas reports indicate that hospital buildings costs increased more rapidly 
than costs for other construction. 16 Almost certainly, similar trends would 
be shown for the Republic if the information was available. Of greater 
significance, however, is the relationship bet ween capital expenditure on 
hospital buildings and the operating costs of hospitals. Borup states that 
A calculation of the number of yeara operating costs required to 
balance the initial expenditure for a hospital building shows 
that, on current prices, 7-8 years operating costs balanced the 
initial expenditure in the 1910's and 1920's; 5-6 years in the 
1930's and 1940's; 3-4 years in the 1950's and 2-3 years in the 
1960' s. 17 
Information on new building and operating costs is not available, but figures 
published in SAR.NORMS show that the initial capital cost of hospitals 
."! represents only a small proportion of the total cost of Provinciaf Hospital 
S ' d ' h 1 ' ' b 'ld. 18 (F . 5 2) ervices, espite t e esca ation in ui ing costs. igure •• 











Capital~ . ** Capitaf ** ~ Maint. Maint. Capital Maint. 
3,9 32,3 3,1 33,3 0,9 4,6 
4,1 33,9 4,2 37,5 1,0 5,4 
3,6 36,4 5,1 44,1 0,9 6,8 
2,2 40,9 6,9 49,0 0,8 7,3 
4,6 44,9 9,8 56,6 1,5 7,9 
4,3 54,8 10,3 66,8 1,4 8,9 
6,1 63,1 11,8 72,1 1,3 11,3 
Capital Investment in Provincial Hospital s in Relation 
to Operating Costs (R million) 
"SAR.NORMS", p. 23. 
* Reports of Auditor General 
** Reports of Directors of Hospital Services (the 








Expenditure on alterations, additions and remodelling of old hospitals is 
another factor which must be taken into account, Approximately Rl5,000,000 
was spent in this way on the Groote Schuur Hospital Group in the period 
1966-1975. The effects of this piecemeal expansion are described by Carner. 
Hospitals have added pieces of structure here and there as best 
th~y covld . Frequently this resulted in 2 hcdgc-pcdgc cf build-
ing that remains inadequate. 1.fuile meeting the need of the 
moment, this does so at very heavy cost both initially and for 
years to come,19 (emphasis mine) 
The long-term costs of patch work building have not been calculated. In 
terms of inefficient usage of manpower, equipment and space; duplication 
of facilities resulting from unavoidable separation of units; and incon-
venience and danger to patients due to long distances between theatres, 
wards and services--the costs must be enormous. 
Careful analysis is required to determine the most cost-effective 
expenditure of funds but it seems more than likely that money spent on new, 
flexible hospital buildings, in which particular attention is paid to 
r eduction of operating costs, would result in substantial overall savings 
in the medium to long term. This contention is supported by Borup--
•••·• considering the total consumption of resources for a 
hospital, we find the initial expenditure declining in 
importance whereas the operating costs are increasing in 
importance. 20 
Analysis of Needs 
Health Service administrators face considerable difficulties in 
correlating all these diverse and conflicting factors and in determining the 
real needs of communities for health care facilities. The SAHNORMS report 
stresses that this basic decision is far more important than the determina-
tion of building no1~1s per se and that the single most important criterion 
1n this regard is 
·The establishment and applicat ion of rational need norms based 
on the demonstrable need for hospital facilities in a particular 
area. 21 I 
\ 
Furthermore the committee stated that ·i 
\ ,,.~ 
The size of each hospital will depend upon the medical needs of the 
community and any survey of the needs of the community should i1 1clude 
a study of the disease profiles , socio-economic factors, availa >iliti 
of medical and other staff, nat ional and local planning and des .~ gn 
policies .22 
Individual Hospital Needs--Responsibilities of 
the Planning Committee. 
104. 
The responsibility for assessing, analysing and determining each 
hospital's needs for additional or altered accommodation must rest initially 
with the Hospital Planning Committee. 
A (Planning) committee can function effectively •••• if it defines 
its role clearly and realistically in terms of the new and dynamic 
relationships that are developing between the hospital and its en-
vironment. Environmental analysis and planning provides a clear 
cut framework for the committee to define its role within the 
institution and for it to ou~jine appropriate and specific tasks 
for itself within that role. 
Groote Schuur Hospital Group's Planning Committee functions as 
1. A forum for Departmental Heads to air and review their 
needs for additional accommodation. 
2. A collegial priority-setting group. 
3. A building progress review committee. 
It should, however, be the hospital's primary decision-making body 
as regards long-term planning and allocation of resources--o.anpower, 
facilities and services and should not try to combine building review 
activities with Planning. A Building Committee which maintains surveillance 
of current building projects, maintenance and repair items should be formed, 
as a separate committee, but with membership that is interchangeable with 
the Planning Committee. This committee's duties would include--"supervising" 
and co-ordinating current major building works; planning, implementation 
and control of minor works; and co-ordination and control of all activities 
relating to buildings, plant and site. 
Secondly, in regard to the planning of particular facilities, the 
Planning Committee must not only prepare 5-10 year plans and set priorities, 
/ 
, it must also participate actively in the planning process on a continuing 
basis, ensuring that the original intentions are met or that essential 
changes are incorporated. 
Webber and Dula have outlined the activities of a Hospi~al Planning 
I 
Committee and the matters which could or should be dealt with in each 






Implementation and Planning 
EXAMPLES OF TOPICS TO BE CONSIDERED 
National Trends 
Changes in demography of referral area 
Changes in regulations 
OpeniPg of other institutions with 
related functions 
Changing treatment policies 
Changes in medical specialties 
Changes in technology and techniques 
Changing medical school and other teaching 
requirements 
Services to be offered in the futere 
The Hospital's role in comprehensive 
health care 
Continue as before 
Expansion of Services 
Transfer of Services 
Develop new Services or Terminate 
existing ones 
Decisions re proposed action 
Procedure to be followed 






Planning Connnictee's Activities 
Webber and Dula, "Effective Planning Committees for 
Hospitals", p. 138. 
It is considered that Groote Schuur Hospital's Planning Connnittee should 
revise its present f'.lnctions and develop a new integrated approach to total 
planning on these lines. 
Planning Procedures for Specific Building Projects 
Hospital building requires skilful co-ordination of many disciplines 
and it is essential that a competent planning team be appointed to deal with 
analysis and planning from the inception of the project. A multidisciplinary 
team consisting of medicar, nursing and lay administrators, cl{,nicians, and 
technical and "shop-floor11 representatives must compile the arcpitect i'> 1 brief--
working to the Planning Committee. Thereafter, the process must follow s t ep-
1 
by-step through the appointment of the professional design team, wh~ch sh Juld 




the presentation of sketch designs, acceptance by the client, preparation 
of working drawings, calling for tenders, awarding of contract, building, 
completion and handover. 26 When building commences, the cormnissioning team 
should be appointed to determine equipment a?d staffing needs; to programme 
orders and delivery dates, to arrange for the appointment and training of 
Staff • "'nd tO ro-or.-1 i !1::1 t- o t-1-.o _f i '"' •.. - 1 ..,v-•v•~. --~ .! _.: .. .! - 1 "~--! ~, II p•'rl.• OU' 2 7 ' " _ --- --- -·•- _ -- ... - CUl.U .LU.LL..Lci.l. LJ.. .l.d.l. <a • 
The planning process is hindered by the factor of "constant change" 
well-known to any architect who has worked with hospital personnel--
••• a brief is more often than not already out of date one or two 
years after it has been prepared.28 
It is therefore essential that the planning team have real insight into 
departmental r~quirements, that the hospital is viewed as a whole and that 
trends which indicate future needs are constantly reviewed--in particular--
Undue weight should not be given to the demands of individual 
clinicians, who may base their requirements on past experience 
and present acconunodation, rather than on anticipated future 
needs.29 
Design considerations 
There are several factors which are of critical import in -designing 
hospitals. Borup has described these at length and made some cogent and very 
logical reconnnendations, which are generally applicable to the South African 
situation. Flexibility is essential--both internal and external. Modular 
design facilitates manufacture and assemblage of components, interchange-
ability of components and later alterations to the building. 30 SAHNORMS 
recommends that Industrialised building methods which are highly developed 
in the United Kingdom and the United States be carefully investigated,for 
use in new South African hospitals. 31 
P.lant and Services 
The Engineering Services--which may account for more than fifty per 
cent of the total construction cost32must be carefully considered. Air-
; conditioning, ventilation, lifts, medical gas, emergency power supply, com-
1 
puter cabling, sewerage, electricity, steam and water are essent1ial but 
I precise needs must be clearly defined to avoid redundancy, and e~sy Il':1int ,:,n-
ance, repair and replacement must be a prime consideration. Mechanic al 
! transport systems, call systems (doctors, patient-nurse), radio diffa s ion 
I and television facilities all require assessment and detailed planning . 
107. 
Safety requirements, including fi r e precautions, deserve meticulous 
attention and accessible fire escapes, automatic door closers, smoke detect-
ors, sprinkler systems and alarms are essential. Scavenging of anaesthetic 
gases is now considered essential to protect theatre staff from the long-term 
effects of these gases. Grounding of electrical appliances and a multitude 
of other regulations must be complied with and the dangers of flammable gases 
guarded against. 
Care must be exercised in the over-enthusiastic application of 
regulations. Recent evidence shows that stringent requirements regarding use 
of isolation transformers and grounding of electrical equipment in intensive 
33 care units have been overstated. The expenditure on this possibly un-
necessary precaution has been considerable to date and such requirements 
should be critically re-assessed. 
Infection Control is an important consideration 1n hospital design 
which must be remembered ·at every stage of the process, to reduce nosocomial 
infection and to protect patients and staff from unnecessary and possibly 
life-threatening illness. 34 
Planning the New Groote Schuur Hospital 
The objectives of the design process must be the attainment of as 
many of the client's requirements as possible. Needs must be met economic-
ally and efficiently and patients and staff must be provided with a safe and 
pleasant environment. Operating costs should be reduced to a minimum by good 
design and incorporation· of efficient transport and connnunication services. 
Maintenance costs must be minimised by selection of high quality plant, ease 
of access to installations and durable, easy-clean finishes. 
A new building complex is being planned for Groote Schuur Hospital 
which will accommodate surgical wards and departments and a variety of 
services and staff facilities. The old hospital is to be remodelled. This 
is the first Academic Hospital to which SAHNORMS will be applied and the 
control of both size and costs to conform with the recommended norms is a 
difficult exercise. It is essential that individual department~l demands 
are subjected to scrupulous and objective peer-review and that the final ·, 
allocations are justifiable and equitable. The political uncertaintie~ and 
I economic difficulties which face the Republic necessitate metic~lous 
analysis of needs--community, Hospital and its associated Medical sc·.1001, to 
ensure that ultimately the buildings meet the needs--and meet them e1:onom:.c-
ally. 
Operations Research 
Quantitative techniques for use in Hospital Planping, which are 
applicable to the analysis and design process, are available which should 
be utilised to facilitate achievement of these objectives. 
108. 
Planning info!"!!'.:1tic~ -::-cq~i=~s both q.;antitative ancl quc1.litad.ve .i.npur.. 
Historical data and projected estimates of future activity are nec~ssary. 
Work patterns, traffic flow, transportation routes, communication channels, 
patient attendances, minima and maxima of staffing and occupancy, must be 
determined and correlated and costs must be analysed. Flow charts, network 
analysis35and progranune evaluation and review techniques (PERT) 36are invalu-
able tools in determining need and in planning and de~igning buildings. 37 
Queuing theory. has been effective in determining the number of theatre suites 
or labour wards required, based on the frequency of demand. 38 Computerised 
simulation modelling has been used to select the most satisfactory design 
. f. . f . 1 . 39 d h 1 · . . 1 spec1. 1.cat1.ons or a surg1.ca suite an many ot er app 1cat1.ons are certa1.n.y 
possible. 
Some of these methods are simple to learn and 2.pply--others require 
considerable expertise and are time-consuming and expensive. The people with 
the skills and the training are scarce in the Republic--particularly in the 
·public sector. The cost of the new buildings for Teaching Hospital antl the 
upgrading of the old buildings will, it is estimated, be in excess of R40-
million. It would seem worthwhile in these circumstances, particularly in 
view of the restrictions that SAHNORMS impose on cost and size of the new 
hospital, to import expe=ts with the necessary skills and experience from over-
seas, to act as planning consultants and advisers and to train local person.!lel. 
The costs of this exercise should not exceed(\5%of the anticipated total build-
ing expenditure, whereas present ad hoc planning methods could result in much 
greater unnecessary expenditure. 
Financing of Hospital Building Projects 
The financial sources upon which The Groote Schuur Hospital Group is 
I 
dependent are described in detail in Chapter 2. The Provincial :Administration 
·i funds most building projects, via the Department of . Works from Capital and 
Revenue Votes. In the case of major rebuilding or new building for an Acade~ic 
I Hospital, however, the Treasury may make a special allocation of funds. The 
availability of funds for building projects is never assured and long-tern; 
planning is subject to a great deal of uncertainty. It is appreciated tha t 
i 
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the holders of the public purse strings are affected, at times, by greater 
uncertainty on a larger scale and that external factors over which the 
Government and Provincial Administration have no control, make long-term 
financing of high-priced projects a stochastic process. Health Service 
Administrators, however, deal with needs that cannot wait and delays in fund-
ing lead to expensive temporary measures and high operating costs. Co.st 
effective analysis and planning, programming and budgeting for long, medium 
and short term projects is essential in order to ensure that available funds 
are used economically and effectively. More flexible 'rolling' budgets and 
better liaison between central Departments and their dependent organisations 
would reduce unnecessary expenditure of time, effort and money. 
EQUIPMENT AND SUPPLIES 
The general principles enunciated in regard to manpower and building, 
apply equally to equipment and supplies. Complexity, sophistication and 
expense have increased phenomenally in the last two decades with de~ands, 
needs and expectations rising in parallel. Rational decision-making in re-
gard to purchasing, dependent on ever greater volumes of information, is 
essential to ensure that maximum benefit is obtained from scarce resources. 
_In addition, management must see that effective control measures are insti-
tuted regarding maintenance and care of equipment and utilisation of supplies. 
EQUIPMENT 
Non-consumable supplies accounted for 61 4% of the total expenditure 
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FIGURE 5.4 Groote Schuur Hospital Group : Expenditure on Consumable 
and Non-consumable S_upplies (1976/1977) 1 
·I 
Budgeting 
I The preparation of estimates and budgeting methods at Groote Schuur 
Hospital have been discussed in Chapter 2. Departmental Heads are r espon$ible 
for assessing their requirement for new equipment for the next financial year 
and submit these to the Supplies Section for costing and thence to the 
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Finance Section for inclusion in the total Budget. Replacements for equip-
ment which is lost, stolen or no longer repairable are obtained by condemn-
ing procedures. Where possible replacements are planned -and included in the 
budget with provision made for unanticipated .'Emergency' condemning. Esti-
mating actual expenditure in each financial year is complicated by variable 
lead times for obtaining equipment and the 'cut off' of unspent funds ~t th~ 
end of the financial year. 
A recent report from the Department of Health and Social Secruity in 
the United Kingdom cormnents on the inefficiency of rushed end-of-year spend-
ing (brought about by unspent funds)--a connnon result of 'cut off' annual 
budgeting procedures. The report states that this practice--
••• should 'be eliminated with greater financial flexibility and when 
proper planning gets underway on the basis of reasonably assured 
forward resource assumptions. The right way to plan equipment purchas-
ing is on a 3-year rolling budget (1st year firm, 2nd year provisional, 
3rd year planned, with annual revision).41 
Assessment of need and deterrilirtatiort of ·ptiotities 
Cost-effectiveness analysis is a useful tool for determining resource 
allocation and setting priorities. At the present time the technique is not 
readily available to Groote Schuur Hospital's administrators, nor is the cost 
of full-scale cost-effectiveness analysis justified in dealing with any but 
the most expensive items. Groote Schuur Hospital ~an nonetheless · apply the 
principles of rational decision-making in a simple but fairly effective manner. 
Requests for equipment should be considered in cost categories. Highly 
paid administrators should not spend valuable time investigating requests for 
one-time expenditure on items costing less than RlOO, or annual costs which do 
not exceed a predetermined amount for every item in constant use in the 
h . l 42 pspita. 
More expensive equipment must be assessed in terms of benefit to the 
Cormnunity, benefits to the patient, to sta.ff, to the institution as a whole: 
costs of purchase, operating and maintenance costs and availabiliity. The cri-
teria in each category must be defined and weighted to provide al comparative 
·1 
basis for according priorities to each item departmentally and for the hospital 
as a whole. 
I • Equipment needs should also be considered in terms of programmes within 







where requirements are considered departmentally or for single unit s , wa rds 
etc. The change does not, however, require a major conceptual reorientation 
as many prograIIlllles e.g. coronary care, dialysis and rena.l transplant, 
leukaemia therapy and psychiatric care--fall under the aegis of individual 
departments and could be considered as ongoing integrated activities i.e. 
prograrrnnes. 
Gaming Techniques such as Delphi could be used for determining programme and/or 
equipment priorities. The Equipment Advisory Connnit t ee, a multi-disciplinary 
group representing various departments would be asked to rank (anonymously) 
the more expensive items of equipment requested for the following financial 
year by all departruents--in order of priority. The responses would then be 
analysed, gross divergence pinpointed, assessed and the analyses returned to 
the members of the group for reconsideration and re-ranking.· This process can 
be continued until consensus or near consensus is reached. 
Gaming is appropriate when the experts represent different 
disciplines or interests ••••. Delphi is an iterative 
procedure for eliciting and refining the opinions of a 
43 group of people by means of a series of questionnaires ••• 
This process is preferable to committee decision-making for several reasons, 
-f'- particularly avoidance of face-to-face confrontation and interpersonal \ 
antagonism or favour-seeking. Anonymity reduces the influence of the more 
persuasive or powerful group members and individual departmental needs can be 
weighed against total institutional needs with less bias. 
Selection of Equipment 
Many factors affect the selection of equipment--suitability for a 
specific purpose, availability, delivery time, back-up service, guarantees, 
and the presence of appropriately trained staff or the need to train staff. 
The writing of equipment specifications requires depth of knowledge and 
experience of a wide variety of technology. Particular attention should be 
paid at the present time to the possibility of procuring locally manufactured 
goods rather than imported products, in view of the uncertainty . regarding 
I supply from some overseas countries and of continuing availabil~ty of spares 
and expertise. ·1 
I 
I 
Choice of equipment may also be restricted by a policy of standardi-
sation for hospital equipment. If standardisation is to succeed there mu s t be 
critical evaluation of all the items available by skilled teams of doct or s , 
nurses and technicians. Criteria must be clear and the methods of eva l uation 
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uniform. The reports must be centralised so that they are readily available 
for all potential buyers to study and they must be frequently updated. The 
report on buying for the National Health Service (NHS) reconnnends that a 
'limited list' system be developed following evaluation. This would be less 
restrictive than reconnnending one product only and would encourage competition 
while reducing the unnecessarily large variety with which the bewildered 
44 purchaser is faced at present. . Standardisation also ensures more economical 
and efficient maintenance and follow-up service if it results in the install-
ation of several similar items in a region. Further benefits of standardi-
sation uould be cheaper maintenance, exchangeability and easier training of 
personnel. Standardisation should not be imposed but should, if at all poss-
45 ible, be achieved by negotiation and agreement between users. 
Apart from centralisation at a Hospitals Department or even State 
Health level of evaluation reports, each hospital should collect and collate 
relevant information on equipment in use and relate it to forthcoming purchases, 
46 so that the most satisfactory equipment can be recommended for purchase. 
Purchasing Policy 
The requirements for standardisation may conflict with the public 
sector regulations regarding purchase by tender. Groote : Schuur· Rospital is bound 
by these regulations, which require that tenders (formal or informal) be 
47 called, for all items costing more than a specified amount. Exceptions are 
made in certain cases if approval is granted by th~ Executive Connnittee of the 
Provincial Administration. Standardisation is not always accepted as a 
motivation for accepting a tender if there are cheaper offers. It is import-
ant, therefore, that the Department of Hospital Services investigate standardi-
sation, the active implementation of a formal evaluation process and a Central 
Equipment Information Service. 
/ 
Centralised or Bulk-Purchasing--Tendering and contracting are undertaken at 
several levels in the public sector 
1. The State Tender Board awards contracts for a wide range 
of consumable and non-consumabte goods. Subsidiary 
departments and institutions (including Provincial Hos-
pitals) are bound by these contracts. 
l 
2. The Provincial Administration also awards contracts (following 
formal tenders) for a variety of goods not included in the 
State Tender Board contracts. 
• 
3. Individual Provincial hospitals may al so ~rrange contracts 
for goods which are not covered by State or Provincial 
contr.:icts. 
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State and Provincial contracts offe,, in theory, many advantages of 
ccr.tr.:ilised, bulk-p~rch.::.::;ing--reduced co:;ts, "i"c:duction of lab0ur in indiviu-
ual institutions, standardisation, greater control over procedures vis-a-vis 
quality and delivery, and better opportunities for product research and 
evaluation. The disadvantages are that contact between supplier and user is 
indirect and the latter has no control over the former. Complaints about 
quality and service follow a roundabout route and are less effective in 
achieving improvements. 
In the Republic, State Tenders are awarded on a coun~ry-wide basis 
and suppliers of many items are remote from a large number of users, with the 
result that transport costs nullify the economies of bulk-purchasing. Con-
tracts change annually or biannually and suppliers are caught bet~een invest-
ing in larger plant to fulfil large State contracts and possibly being over-
capitalised if they lose the contract in subsequent years. 
Serious consideration snould be given to regionalising state contracts 
' or delegating contracting rights for some items to the Provincial authorities. 
Local producers should be selected wherever possible to avoid incurring trans-
portation costs and to distribute contracts on a more equitable basis. It is 
believed that Provincial contracts would achieve the benefits of nation-wide 
purchasing without suffering the disadvantages. 48 For items which are speci-
fic to hospitals where considerable technical and professional expertise is 
required, Hospital Department contracts should be arranged to supply all 
Provincial Hospitals--using local suppliers where possible, as is already done 
in some instances. 
/ 
There are disadvantages in centralising the purchasing of hospital 
equipment where individual preference plays a significant role. If standardi-
sation can be achieved, however, by negotiation and agreement--group purchas-
inB at this level would effect considerable savings and encoura~e rational 
selection of equipment and other supplies. Individual hospitals should only 
arrange contracts if there are no other potential purchasers am°ingst ot h~r 
Provincial hospitals. This procedure could be satisfactorily lihked, to the 
'limited list' system to enable individual institutions to retain so·1e di r -
cretionary freedom of choice. 1 
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There are many other aspects of equipment purchasing and control that are 
irnportant--such. as safety, in-house maintenance ability versus outside main-
tenance contracts, responsibility for safe-keeping of equipment and the need 
for research and development. Space does not, however, permit discussion on 
these and other important matters relating to · non-consumable supplies. 
CONSUMABLE SUPPLIES 
Consumables accounted for 29,5% of the Groote Schuur Hospital Group 
budget in 1976/1977 (Figure 5.3). This is considerably higher than expendi-
ture on non-consumable goods (6,4%) and all the preceding comments on assess-
ment, selection and purchasing policy and practice are, therefore, of even 
greater significance than in relation to equipment. Consumable supplies re-
quire considerable organisation from time of purchase, involving a large 
number of people, space and control. It is estimated that if· the time spent 
by personnel on supply activities--including storage and distribution costs 
were calculated, at least one-third of a hospital's operating expenses would 
1 bl 1 . 49 re ate to consuma e supp 1es. 
Storage 
Regional and central stores are essential for control of consumables 
' and for effective distribution. The Cape Provincial Administration maintains 
a Regional Stores complex, which holds non-perishable goods of various kinds 
for supply to hospitals and other institutions. Regional stores provide a 
holding area for items for which institutions do not have sufficient space--
particularly smaller hospitals and schools. 
Most hospitals, however, require central stores on site for other goods 
which are delivered direct from suppliers, or for which they have arranged 
hospital contracts--particularly foodstuffs, pharmaceuticals, surgical sundries, 
X-ray film and disposables. It is necessary for the central hospital store 
or stores to hold as much stock as possible, in order to reduce storage space 
1n wards and departments and to eliminate stock-piling 1n peripheral stores 
which is costly and frequently poorly controlled.so 
I 
Central Sterile Supply Depots (CSSD) have revolutionised sterilisation 
'1 
and storage of sterile articles in hospitals in the last decade. Optimally 
the CSSD should be adjacent to the central store for easier mandgement and 
d • 'b . - 11 d d 24 ' 51 I ' 1str1 ut1on o!: a goos an to ensure a -hour service. Spare equipment 
should also be stored nearby to avoid duplication, redundancy and un·1eces:1ary 
ward storage. These services must function round-the-clock and must ensure 
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constant availability of sterile packs, emergency supplies and equipment. 
These services are unfortunately spread throughout Groote Schuur Hospitnl 
at present and it is e:ssential that they be relocated in a single area when 
the new hospital is designed. 
Invento~y Corttrol 
Effective inventory and stock control serves several purposes. It 
ensures availability and smooth and orderly flow of supplies; provides 
information on losses and breakages so thc1.t excess depredations can be pin-
pointed and dealt with; reduces losses from theft and should also provide 
costing and accounting data. 52 There are several manual systems of control 
in general use--the two-bin system, the travelling requisition, and the cardex 
systems--all of which are used for different purposes at Groote Schuur Hos-
pital. A computerised stores system has been designed for implementation at 
Cape Provincial Hospitals in the future. It is anticipated that this system 
will provide valuable information, not available at present, on supplies of 
goods to individual units and departments facilitating analysis oE unit costs 
for various procedures, wards and departments and enabling hospital manage-
ment to trace excessive and wasteful expenditure--as well as economical and ... 
l careful consumption. This information related to other measures of effective-
ness will be an exciting new management tool and will facilitate better con-
trol of all consumables. ABC analysis as proposed by Ammer is made possible 
by computerisation. This is a way of apporti0ning a manager's time according 
to the value of the goods he is controlling--
The material's manager utilising ABC analysis devotes most of the 
purchasing and inventory management time, to the high-value or 'A' 
items and to a large extent lets the low value 'C' items take care 
of themselves. 53 
This seems a logical approach to material control if 'value' is judged by 
annual expenditure and not unit price, and would help to achieve effective 
and economical use of supplies and manpower. 
Computerised systems are more accurate, more comorehensive and more 
- I 
informative--they are also more expensive than manual methods. i If, however, 
the extra beneiits are as great as is anticipated then the cost-savings will 
justify computerisatio~. 
Distribution 
The SAHNOR.MS report recoIIllllended as follows--
caution is advised in the application of mechanised and automated 
conveyor systems, and these should only be considered where their 
cost advantages could be unequivocally demonstrated by means of a ~ . ~ ... ... . ~ ,. Lire cycLe cosc ana1ys1s J~ 
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It is felt that such an analysis would be justified--using the system at the 
new Johannesburg General Hospital as a mode1. 55 
In the interim, non-mechanised distribution systems can be considered; 
ranging from the inefficiency of 'fetch-and-carry' to the more modern concept 
of topping-up, imprest or 'par'- ·level supply systems. In the latter method--
quotas for each supply item are established and this quota is maintained by 
regular supply-trolley rounds. This system eliminates requisitions and saves 
ward-staff time but, due to the uneven consumption from day to day, replenish-
ment may require several messenger trips after a busy period--which is un-
economical, time-consuming and delays deliveries to other units. Many differ-
ent trolleys have to do the rounds, to satisfy all ward requirements--pro-
visions, vacolitres, sterile packs, linen, hardware, stationery, surgical 
'i' supplies and so on, and ward storage areas have to be maintained at the custom-, 
ary level to provide sufficient space for all times. 
An interesting extension of this 'par'-level approach--the exchange cart--
is receiving considerable attention and has been widely reported in the litera-
ture.56 This system works best if the carts contain all items used by a ward 
d f I 1 • • 1 • I 57 or epartment rom paper c 1ps to intravenous so ut1ons , 
Quotas are established for all requirements which may number as many as 200 
items and a full cart is delivered to the ward each day in exchange for the 
used one, which is then t2ken back to the central store for replenishing. 
Different carts can be used for linen, CSSD packs and provisions. The carts 
replace all conventional storage units 1n wards and are kept clean and in 
working order by the central store. This idea is worth further investigation 
for possible use at Groote Schoor Hospital as it has obvious economic advan-
tages for inventory control, reduction of stock-·holding by wartls and re-




Consumables are a major it em of expenditure in the hospital ')udge t , 
I utilisation of which is extremely difficult to control. Avoidance of was-ce 
and prevention of theft depend largely on the personal sense of 'respo:1sibility, 
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motivation and honesty of all employees. Secu r ity measures to prevent theft 
· are unhappily an integral part of hospital management, for which a Security 
Department is responsi~le to Groote Schuur Hospital. 
The Cost Control committee at Groote Schuur Hospital is responsible for 
standan!isatio~ a.1d for .snsuring c:ff.sctive: cont r ol au<l ecunumical consumption 
of consumable supplies. 58 The Pharmaceutical Advisory Committee is respons-
ible for review, standardisation and control of all medicines. Various other 
committees (Equipment, Printing, Technical Advisory and Theatre) work in con-
junction with the Cost Control Committee to constantly review utilisation, 
procedures, contracts and costs of a wide range of products. 
The Cost· Control Committee is hampered in its activities by the non-
availability of departmental resource-consumption data and it. is hoped that 
computerised inventory control will help in this regard. Despite this lack, 
the committee has effected significant savings in various services--notably 
cleaning and surgical supplies by standardisation and determination of quotas. 
The work of this corrnnittee is of value and should be extended by involving a 
greater number of employees in work groups and teams to study specific problems. 
The aims of the cormnittee should be broadened to encompass other aspects of 
"'!' expenditure including staffing, patient scheduling, investigations · and pro-
cedures and medical care policies. The Cost Control Committee should also 
be an important source of information for the Planning Corrnnittee as well as 
having executive powers of its own. 
Controlling costs in hospitals is essential but will not have an 
appreciable effect on overall health service expenditure if the manufacturers 
and suppliers of medical equipment, goods and pharmaceuticals are not also 
subject to some control. These industries have been discussed in Chapter 1. 
SUMMARY 
Hospitals' requirements for space and facilities have expanded con-
siderably in the last decade. Increasing specialisation, technological and 
scientific advances, growing populations with rising expectations of health 
care availability, changing disease patterns and new health phi~osophies and 
policies have created different needs. 
Spiralling building costs which have been exceeded by 
I 
\ ( 
I "dl • • rap1 ~, r1s1:1g 
' operating costs have imposed limitations on new hospital buildings. Thes~ 
I 
limitations should be viewed as a challenge to more thorough and careful 
analysis of needs and the development of a more effective Hospit~l Planning 
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Committee. Planning procedures and design considerations are discussed with 
particular reference to the need for flexibility and awareness of the clients' 
requirements for safe, economical operation. 
The use of sophisticated quantitative· techniques such as Operations 
Research is recommended for determining needs and for ·preliminary design 
modelling. It is suggested that it may be necessary to import these skills 
but that anticipated savings in building costs would compensate for this 
additional expense. 
Financing of hospital building projects is reviewed and the diffi-
culties associated with forward planning in the absence of assured financial 
support is emphasised. Cost effectiveness analysis and selected planning, 
programming, budgeting procedures could be effectively used for hospital plan-
ning--particularly if the Treasury revised its fiscal policy and introduced 
a system of 'rolling' budgets. 
These problems and principles can be applied with equal force to the 
acquisition of equipment and supplies which together accounted for 35,9% of 
the Group's budget in 1976/1977. The difficulties associated with annual 
budgets in view of uncertain lead-times for delivery of equipment are defined--
once again with reference to the need for 'rolling'budgets. Proposals are 
made for the use of various techniques such as cost-effectiveness analysis, 
programme-budgeting and gaming, for assessing equipment requests and deter-
mining priorities--and the establishment of a Central Equipment Information 
Service--at Hospital Department level--to evaluate, co-ordinate and standardise 
equipment purchases is recommended. Bulk-purchasing is discussed briefly and 
a suggestion made that regionalisation of suppliers would be as effective as 
nation-wide contracts, in achieving economies of scale, but would be mor_e 
economical (by eliminating transpor~ costs) and would improve communications 
and service between suppliers and user organisations. 
// -
The procedures and costs involved in handling consumable supplies are 
outlined, particularly storage, inventory control and distribution and it is 
suggested that all stores should be adjacent to one another, computerised 
inventory control would provide many benefits including departm~
1
ntal or 
programme costing, mechanised distribution systems should be investigated as 
proposed in SAHNORMS and an exchange cart system should be examiµed for 
possible implementation at Groote · Schuur Hospital. \ \ .. 
' Finally the functions of the Cost Control Committee are considered and an 
extension of their activities beyond control of the utilisation of consumables 
is suggested. The reduction of expenditure on all aspects of hospital activity, 
without impairing the quality of care, is a major administrative objective. 
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6. THROUGHPUT OR THE PROCESS OF CONVERSION 
The systems approach to organisations requires that the system and 
i t s boundaries should be defined, its environment and external influences 
determined and its inputs analysed. Thereafter, the process of converting 
the inputs into the product must be examined. This calls for analysis of 
the goals and values of the system, of the tasks to be performed including 
the tools, equipment and facilities used and of the people who perform the 
tasks. The relationships between the people and their attitudes, aspirations, 
sentiments, and beliefs are critical to the performance of their. tasks, as 
is the organisational structure which enables the people and their tools to 
function. Finally the managerial subsystem which directs and controls the 
whole organisation including the decision-making and information processes 
must be studied. 
THE SOCIOTECHNICAL SYSTEM 
This concept has been depicted diagrannnatically by Kast and Rosenzweig 
(see Figure 6.1), which is a simple representation of the subsystems involved 
in the process of conversion. 1 This outlines the structured Sociotechnical 
system described by Emery, Trist and others of the Tavistock I nstitute, 2 
which will be used as a basis for discussion of the conversion of input to 
output at Teaching Hospital. 
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~L=I=N=P=U=T =='~111111111111111)-
1 
Psy cho-socia l 
1 
subsystem uimm1111111e>I 
Technica l s ubsystem ,. 
St ructura l subsystem 
Manage r ial subsystem 
F LO\~ OF MATERIAL/ ENERGY/ I~FOR"'IATION 








,FI GURE 6 .1 
SOURCE: Kast and Rosenzweig, ·organisation and Management , p.121. 
~ 
' 
The goals and values of any organisation form the basis for the 
structure of the organisation, for the planning process, for setting 
standards and priorities and for evaluating performance. They are also 
forceful integrative factors, uniting the aims of all participants and 
inducing individuals to work towards organisational rather than personal 
goals. 
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Values can be defined as implicit, accepted beliefs, held by individ-
uals as to what is good and desirable. Values provide a basis for choosing 
between alternative courses of action. Extended to a whole society--they 
form a system of connnunal attitudes which serve as norms for human behaviour. 
· Goals are the expression of the desired end-results which individuals 
or organisations wish to achieve and include objectives, aims, targets and 
so on in a hierarchy of goals, sub-goals, objectives, and sub-objectives 
for all departments and levels. Goals give an organisation legitimacy and 
entitle it to receive resource ·inputs from the environment. The set of goals 
for any organisation can be considered in three categories 
1. Social (environmental) goals. 
2. System (organisational) goals. 
3. Participant (individual) goals. 3 
Considering these with reference to the hospital, it is apparent that each 
of these categories comprises many individuals--each with different and 
possibly conflicting goals influenced by their personal values. Stated goals 
may differ from actual operational objectives which lack clear definition, 
but are nonetheless inherent in hospital policy and the routine activities 
of the organisation. Goals may therefore be ambiguous and intangible. There 
,.will be conflict and differences between departmental, individual and organi-
sational goals tending inevitably to a multiplicity of desired ends and the 
need for bargaining and adjustment in order to resolve conflicts. 
Social Environmental Goals 
The Groote Schuur Hospital Group is dependent upon its environment for 
resource inputs and is limited in its activities by the designited purpose 
I 
for which it was instituted and is financed. This purpose is the t r eatment 
of sick people of all ages, races and sexes, suffering from any acute or 




inpatient basis. It is both a referral centre and a connnunity health 
service. It does not provide long-term, convalescent or rehabilitative 
inpatient care nor is it responsible for treatment of psychotic mental 
illnesses. 
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In addition to these patient care and collilllunity service functions, 
Groote Schuur is an academic hospital, affiliated to a large medical school 
which trains under- and post-graduate medical, paramedical and nursing 
students as well as other supplementary health service professionals and 
scientists. 
In addition to its patient care, connnunity service and teaching 
functions the Groote Schuur Hospital Group and the Medical School have 
many research connnitments. Apart from these designated goals the hospital 
is also bound by broader social system goals in terms of universal values 
such as social concern, personal responsibility for ones own welfare, free-
dom of choice and equality of access to health services. 4 
The organisation can survive only by meeting certain goals 
imposed by the society which legitimises its activities. 
It is an instrument used in the accomplishment of society's 
goals. 5 
Organisational System Goals 
The organisation has discretion, within the constraints imposed by 
environmental forces, to determine its own goals and the means whereby these 
are achieved. Gross has classified organisational goals in a , global matrix6 
1. Satisfaction of interests--both internal and external. These 
include needs and desires of all participants and may be 
difficult to identify but relate to concepts of welfare, 
utility and benefit. 
2. Output of services or products--and maintenance of effectivensss 
and quality. Output also relates to enhancement of the 'image' 
of the organisation. 
I 
3. Efficiency in the conversion of inputs to outputs--including 
4. 
containment of costs. 
Investing in the organisation's viability. . . \ This entail~ growth as 
well as survival and requires that inputs be used for other purposes--
investment in human, physical and organisational assets~-and not 
' purely for the production of outputs. 
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5. Acquiring resources--which means competition with other 0rganisati0ns 
and other community needs. 
6. Observance of codes--including general law, formal and infonnal 
. . 
rules of the organisation, and the prescribed ethical codes of 
professional employees. 
7. Rationality--technica~ rationality is concerned with the use of 
the best available technical and scientific methods and equipment. 
Administrative rationality is the use of the best methods of 
management. 
Individual Participant .Goals 
There are two groups of individual participants in the hospital en-
vironment--clients and providers--
The Client's goals include-
!. Easy access to hospital services. 
2. High quality care. 
3. Maintenance of autonomy and dignity. 
4. Provider concern and responsiveness to the client's needs 
and convenience. 
· S. Satisfactory outcome of contact with the hospital service. 
The providers' needs are ostensibly to serve their clients and in 
theory, therefore, clients' and providers' goals should be identical. Ideally 
this is so but health professionals, particularly doctors have additional 
goals which include--
!. Clinical freedom. 
2. Maintenance of professional skill and knowledge and time 
for continuing education and research. 
3. Fair compensation and other rewards. 
4. Control over conditions of practice. 
s. Maintenance of professional standards and ethical codes, 7 
I 
In addition there are all the other human needs for recognition, status, 
power, self-fulfilment and actualisation which motivate all the \ individual 
I 
i participants in the hospital. 
I . ., 
' 
Goal Congruence 
Goals are broad, frequently ideological statements which 1are intang-




participating groups changes over time, which causes changes in goals--
both stated and unstated. The organisation seeks to satisfy the goals of 
all participants in order to ensure their continued participation in the 
activities of the enterprise. 
Hospitals are fortunate in employing personnel (particularly health pro-
fessionals) whose goals and values are significantly congruent with those 
of the organisation and for whom the psychic satisfaction derived from their 
work is high. 8 
Reciprocation and internalisation of goals takes place to a marked degree and 
participants needs can be satisfied in many respects. For doctors and 
scientists, this goal congruence is an important factor but their traditional 
independence of action is threatened by the inevitable bureaucratisation 
which occurs 'when professionals are full-time employees of an organisation. 
The medical staffs' goals which are internalised with those of the pro-
fession, rather than with those of the organisation, may lead to conflict 
regarding the means used for goal accomplishment rather than with the goals 
themselves. 9 
Setting Objectives 
Top management in hospitals--the strategic or institutional level--
relates the activities of the organisation to the environment and is con-
cerned with setting broad, ideological goals with substantial flexibility. 
These need to be transformed into measurable objectives for the operational 
level of the hospital with definition of the means whereby these goals are to 
be accomplished. There is a hierarchy of objectives in any organisation 
whereby the goal achievement at each level provides the means for achieve-
ment at the next higher level. Both objectives and means should be deter-
mined by management, in consultation with the operators at each level, to 
enhance integration of participant and organisational goals--so called 
10 Management by Objectives, originally propounded by Drucker. 
There are dangers inherent in the process of specifying goals. 
Donabedian states that the intangibility of goals is valuable, allowing for 
flexibility and suppression of conflict. 11 Quantification an4 measurement 
of goal accomplishment may also lead to overemphasis of those .
1
activities 
which can be measured, to the detriment of abstract ideals. 
Most organisations under pressure to be rational are eager to measure 
their efficiency. Curiously the vety effort--the desire to es t ablish 
how we are doing and to find ways of improving if we are not doing as 
well as we ought to do, often has quite undesired effects rrom the 
,· 
point of view of the organisational goals. Frequent measuring 
can distort the organisational efforts because as a rule, some 
aspects of its output are more measurable than the others. 
Frequent measuring tends to encourage over-product~on of highly 
measurable items and neglect of the less measurable ones.12 
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In hospitals, where traditionally hours work~d and services rendered 
were given without thought to the providers' own physical welfare or 
personal gain, emphasis on measurement has inevitably contributed to a 
diminution of the concept of selfless dedication. 
Finally, in setting objectives, management must be wary of the very 
real dangers of goal displacement,. whereby ends become more important than 
means. Goal displacement is inherent in bureaucracies. In large complex 
organisations such as the Groote Schuur Hospital Group the delegation of 
authority and responsibility through many levels may result_ in the goals 
themselves becoming obscured and the procedures designed for goal accom-
plishment becoming the terminal value rather than the instrument. 
Groote Schuur Hospital Group's Goals , 
The management of Groote Schuur Hospital has never formally defined 
hospital goals, other than in broad terms as described under the section on 
environmental goals. The objectives of the hospital do need, however, to be 
more precisely defined for the operating level participants. It is necessary 
to ascertain quite clearly what the hospital is trying to achieve and whether 
the declared objectives are accepted by the operational staff or whether 
they are pursuing other objectives which are in conflict with those of the 
organisation. 
Groote Schuur Hospital has no single purpose but an undefined set of 
multiple objectives, many of which are in opposition to one another. Con-
flict may be avoided by not defining the hospital's goals too clearly but 
_,/ lack of definition also causes stress, tension and confusion. A choice 
must be made between competing goals in order to clarify the hospital's 
function. The following examples indicate some of the problems. 
Are the hospital's goals-- \ 
·1 
1. To provide specialised care in a ref~rral centre--or-- \ 
To increase the availability of services to meet all th~ unmet 
health needs of the community, 
I • 
. f 
2. To undertake an active programme of connnunity health education 
and encourage the development of domiciliary care, community 
health centres and self-help schemes--or--
To expand the hospital's own ambulatory services to provide 
sufficient 'teaching material' for students in-house. 
3. To contain costs by limiting admissions, reducing outpatient 
attendances, decreasing the length of stay, and controlling 
investigations and prescriptions--or--
To obtain as large a share of the available resources as 
possible because an academic hospital must keep pace with all 
new developments regardless of costs. 
4. To train an unlimited number of specialist medical and other 
health care professionals--or--
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To ascertain and satisfy the needs of the community for generalists 
in the health field. 
5. To undertake intensive, esoteric research and therapeutic programmes 
requiring sophisticated technology and skills, as available in 
the most highly developed industrial societies -- or--
To investigate and develop diagnostic and treatment programmes 
which are of particular relevance to the South African situation. 
6. To institute programmes for self-regulation, such as peer-review and 
medical audit with a view to improving and controlling medical services 
--or--
To defend · the medical profession's absolute right to clinical freedom 
and autonomy. 
7. To develop quality control programmes for all aspects of the 
hospital's function--or--
8. 
To provide simple but accurate measures of utilisation alone. 
To save money by restricting privileges to which hospital staff are 
accustomed--or--
To improve working conditions and morale of employees ip every way 
possible, in the belief that alienation of employees i~' detrimental 
to the accomplishment of all objectives. 
9. To attain all of these--and others--in some unidentifie4 proportion? 
129. 
Scarcity of all resources and increasing emphasis on preventive 
health services, emphasise the need for Groote Schuur Hospital to clarify 
its goals and objectives. These decisions cannot be made by hospital 
management alone but require consultation with all the participants, both 
environmental and internal. 
PSYCHO-SOCIAL AND TECHNICAL SUBSYSTEMS 
Certain aspects of the psycho-social system, which is concerned with 
inter-personal relationships, values, perceptions and needs of the partici-
pants in the organisation, have been discussed in previous sections and some 
features of the technical subsystem were dealt with in Chapter 5 • 
. 
The study of the interaction between these two subsystems is beyond 
the scope of this work. Hospital administrators must recognise, however, 
that technology makes heavy demands on the human resources of the organisa-
tion and methods of enabling the man/machine relationship to function 
effectively must be consciously sought. The introduction of new technology 
may be very stressful. It is management's responsibility to ensure that 
./ 
/ 
the psycho-social and technical subsystems are harmoniously integrated, by 
selection of the most satisfactory work methods, to achieve maximum prcduc-
tivity.13 In the hospital environment this applies particularly to computer-
ised information systems. 
The rest of this Chapter will therefore be mainly concerned with the 
structure of the organisation and selected aspects of the managerial 
subsystem, as space does not permit more detailed examination of other 
features of the socio-technical system. 
STRUCTURE OF THE 0RGAN1SATION--F0R¥AL AND INFORMAL .RELATIONSHIPS 
The technological and psycho-social subsystems function within the 
framework of and linked by, the structure of the organisation, which deals 
with the allocation of tasks to working units and the integrating of 
I 
technical and managerial skills by a pattern of co-ordinating ;relationships. 
Positions and duties are ordered in a formal design which has ~een defined 
by Kast and Rosenzweig. \ 
In the formal sense, structure is set forth by the organisation 
chart, by positions and job de scriptions, and by rules and 
procedures. It also concerns t he pattern of authority, communi ca- ' 
tions and work flow. In a sense , the organisation structure pro-
vides for formalisat"on of relationships between the technical and 
psycho-social subsystems ,14 





























































































































































































































































































































































































































































































































































































































































































































































































































































































































This formal design defines a chain of corrunand and enables administra-
tors to integrate specialised functions. 
There are many other interactions in organisations which take place 
outside, along-side and within the formal s·tructure which have been called 
'the non-rational dimensions of organisational beha;iour 1 • 15 These un-
official and spontaneous activities which arise to fill the gaps in formal 
regulations and channels of corrununications, constitute the informal organi-
sation, which is essential for the development and survival of the formal 
structure. 
Many aspects of the informal system may become institutionalised and 
incorporated into the formal structure, particularly if the effects of 
spontaneous grouping and co-operative efforts are beneficial to the organi-
sation. At times, these informal groups may have aims which are at variance 
with organisational goals and in such circumstances the groups' activities 
will be harmful to the organisation and must be controlled or eliminated. 
The formal and informal organisations are so interdependent and 
closely linked that they will be viewed as co-operative systems--a totality 
or relationships functioning within the framework of the formal structure. 
The Organisation Chart Groote Schuur Hospital Group 
The formal chart (Figure 6.2) cannot be comprehensive or entirely 
accurate in depicting an organisation as complex as Teaching Hospital. It 
is an approximation of scalar relationships and positions rather than a 
precise representation, 
The hospital is an hierarchical organisation. The Medical Superin-
tendent is formally given the total responsibility and authority for the 
control and supervision of the administrative and patient care functions of 
,/' the hospital and as Chief Executive is placed at the head of an hierarchical 
pyramid, with the Matron and Secretary (lay administrator) in subordinate 
roles. _ This is the traditional hospital management triangle described by 
many writers. 16 The qualifications of the chief executive may vary--but 
this is not at issue here. \ 
·1 
' The hierarchical pyramid is repeated in each department -medical 





The Medical Hierarchy-- This hierarchy applies to the admi
nistrative activi-
ties of the medical staff i.e. the organisation of patient ca
re, teaching and 
research rather than to the clinical functions of doctors. 
Rowbottom et al 
reported from their research that clinical autonomy is virtu
ally absolute. 
Doctors are accountable to their patients, themselves, thei
r colleagues and 
their profession for their clinical actions but not to any 
hierarchical 
authority. The constraints on their actions are those arisi
ng from pro-
fessional ethics and norms, the law, and the terms of their
 employment re-
garding allocation of duties, hours to be worked etc. In a
ll other respects 
the doctor works in a collegial manner with his peers and is
 not accountable 
to the administration for his clinical actions.
17 This point has previously 
been made in .regard to the relationship of the Medical Supe
rintendent to the 
clinical staff at Groote Schuur. The Junior medical staff-~
interns and 
registrars are exceptions to this statement ·and are clearly
 subordinate to 
the consultants, while in a learning role. 
The Medical Superintendent is J1either super-nor-subordinate
 to the 
Divisional heads and the Dean of the Medical Faculty, but r
elates to them 
in a collegial fashion--formally via the Teaching Hospital 
Central Advisory 
'!' Connnittee and the Medical Faculty Board, and informally in diverse ways. 
The collegium has been defined by Rowbottom et al--
This is a role-structure in which a number of people attemp
t 
to co-operate freely, without any of them having authority 
over the others .••• Action on significant issues can only 
proceed with the agreement of all, where the interests of a
ll 
are involved. Meetings of members of the coalition thus ha
ve 
inevitably, a certain underlying element of negotiation.18 
The dual authority/dual control nature of the structure of 
the 
organisation of the Groote Schuur Hospital Group, and the u
nique ·relation-
. ./" ship between the formal authority of position as represe
nted by the admini-
strative hierarchy, and the authority of knowledge represen
ted by the 
medical staff and other professionals is clearly shown in F
igure 6.2. The 
Medical Superintendent possesses, in theory, both kinds of 
authority 
thereby justifying his position. I 
·l 
Figure 6.2 also shows clearly the anomalous situation of th
e 
assistant medical superintendents, who have f ew formal rela
tibnships in 
I 
the vertical structure, as responsibility for vi rtually all
 major functions 
is allocated or delegated to other positions. 
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(Note: For simplicity, the designation Assistant Medical Superintendent 1.s 
used to describe all Senior and Assistant Medical Superi~tendents.) The 
Assistant Medical Superintendents a.re responsible for some ancillary 
functions--catering, phannacy, social and voluntary services, as well as 
supervision of other hospitals in the Group, and chairmanship of various 
committees but their real function, which is to synthesise the components 
of hospital activity, is not indicated in the formal chart. They do not 
have a clearly distinguishable function in a traditional scaiar hierarchy. 
The major responsibility borne by nursing personnel for beth patient 
care and administrative services is indicated in the chart which demonstrates, 
that although the medical and nursing staff work closely together at the 
operating level, there is no direct communication between Divisional and 
Departmental medical heads and senior nursing and lay administrators. This 
lack of horizontal conununication indicated in the formal chart, is generally 
reflected in practice although there are a few attempts a.t informal bridging. 
Policies, Rules and Regulations 
The rules and regulations controlling the Groote Schuur Group emanate 
from several external sources--State, Provincial Administration, Hospitals 
Department, University and various controlling bodies and organisations as 
described in previous chapters. 
Internal Hospital Policies and Procedures comprise a multiplicity 
of documents and regulations, setting out guidelines or instructions 
for employees in the hospital; job descriptions and requirements; 
manuals of procedures for nursing and technical staff; instructions 
for houseman and registrars; disaster procedure manual and frequent 
ad hoc reminders, requests and instructions--which are issued from 
time to time by hospital management and by departmental heads. 
These formal prescriptions control most of the administrative 
activity at Groote Schuur Hospital and the working behaviour and attitudes 
of the professional, nursing, technical and paraprofessional stfff. Pro-
cedural rules and regulations are intrinsic to the administration of organi-
sations both for co-ordination and for control. Promulgation o~ more and / 
1 1 d h . . 1 · . 19 G I more rues ea s, owever, to increasing centra isation. reat care 
should therefore be exercised in the formulation of rules and re·gulations / 
if decentralisation is an objective of management. Other means of co-, 
ordination and control, which will be discussed in the section on the 
134. 
managerial system, can preferably be used in professional, democratic, poly-
centric organisations such as Groote Schuur Hospital, rather than rule by 
edict and decree. 
The structure of the organisation together with the controlling and 
co-ordinating rules, regulations and procedures combine with the maintenance 
subsystems to integrate the process functions of the hospital. 
The Maintenance Subsystems 
I 
These subsystems are responsible for the procurement of inputs and the 
20 disposal of products and are an integral part of the organisation's structure. 
They form interfaces at the boundaries of the organisation, between the organi-
sation and its environment, and at Groote Schuur Hospital include those depart-
ments concerned with purchasing and supplies, finance and accounts, transport, 
pharmacy, personnel, public relations, repair and maintenance of buildings and 
grounds and all the services involved in the reception and discharge of patients. 
These are the essential support activities of the institution which maintain 
the technical and psycho-social subsystems. 
The formal organisation chart (Figure 6.2) does not reflect many of the 
interactions and relationships in the hospital and is confusing because the 
structure is confused. Restructuring the framework within the constraints of 
the Hospitals Ordinance and the Joint Agreement is possible, however, especi-
ally if some of the more significant informal relationships are incorporated 
into the formal design, using the concept of the matrix organisation. 
The Matrix Organisation 
Matrix Organisations are those in which the scalar process (vertical \ 
co-ordination by means of departmentalisation and the formal chain of 
counnand) co-exists simultaneously with lateral/horizontal co-ordination.
21 
-The pure matrix always has a dual authority structure (i.e. every person 
involved has two bosses) with a power balance between the two forms of co-
ordination • . The choice of organisation design can be placed at any point 
on a continuum between the strictly hierarchical model and the totally un-
d 11 · 1 model.
22 
structure co eg1a ' 
The matrix is a flexible, administrative innovation created to solve ( 
specific problems or for specific projects which may be tempor~ry or on-going. \ 
I Project teams are formed consisting of representatives of the relevant 
disciplines with emphasis on knowledge rather than rank. Each member in 




as a cohesive .unit with a project manager who is fully responsible for the 
entire project--and the team members. There may be many teams (depending 
on the complexity and differentiation of the organisation) resulting in 
the matrix structure (see Figure 6.3). High goal congruence between 
individuals and the organisation is required for this participatory involve-
23 ment in projects or progrannnes. 
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FIGURE 6.3 A Simple Matrix Organisation 
Academic hospitals are exceptional in their complexity and diversity--
they are multiple input, multitechnology, multiproduct enterprises dependent 
on creativity and innovation, with high interdependence of services. They 
1 b d "b d f . 1 . . . 24 f . 1 b can a so e escri e as pro essiona organisations or pro essiona ureau-
cracies, containing a mixture of technical tasks (both uniform and non-
1 
uniform) resulting in duality of authority and control and req1uiring intri-
cate and elaborate methods of co-ordination. 25 Hospital perso.imel have high 
goal congruence with an overriding concern for patient welfare l and are 
strongly motivated to the accomplishment of the hospital's pri! ary goal of 
patient care. Despite the problems of integrating professionals with the 
bureaucratic organisation, it is considered that this predominating infl uence 
I 





The stable, routinised functions of the supportive subsystems 1n 
the hospital are best managed in the bureaucratic mode. The differentiated, 
innovative, highly technical functions of the specialist professional staff 
demand a loose, collegial, decentralised mode with horizontal, vertical and 
diagonal interactions. Drucker contends that the hierarchical, structured 
mode is also essential for efficient functioning of the total organisation 
but that this must allow for other relationships and flexibility. 
Organisation _builders (and even organisation theorists) will have 
to learn that sound organisation structure needs both (a) an 
hierarchical structure of authority and (b) a capacity to organise 
task forces, teams and individuals for work on both a permanent 
and temporary basis. 26 
With increasing size and complexity there is . also a tendency for organisations 
to increase their professional and clerical staff but not the managerial staff 
27 
component. The increase in the professional and clerical staff leads to 
increasing differentiation and development of lateral and diagonal relation-
ships. This proliferation in units and relationships makes co-ordination and 
control an impossible task for top management. 
in the modern hospital a great many horizontal interactions 
are required. Patient treatment may involve a number of depart-
ments and specialised units many of which are highly technical. 
It would be impossible for any single superior to co-ordinate all 
the activities required. 28 
The result is decentralisation of decision-making, control and operations--
with planning, financial, policy-making and provision of facilities retained 
as a centralised function. This development of matrices can also be described 
29 as polycentric or pluralist management. 
In matrix organisations--decision-making is dispersed throughout the 
organisation. Top management is freed from constant involvement in routine 
decision-making and responsibility for specific tasks is delegated to project 
teams or work-groups. The concept arose from the National Aer~nautics and 
I 
Space Administration's (NASA) need to integrate multidisciplinary, multi-
institutionalpersonnel to achieve more rapid development in Sp~ce technology 
during the early 60's. The major problems which faced NASA were t he need 
I 
for intensive specialisation and for integration and co-ordination of these 
diverse specialised units. 30 Project teams and Task forces were fo und to be 
the most successful means of achieving this integration, which has since 
. ----··-·-··---- --·-----
further evolved into concepts of Prograrmne Management. 31 \ 
One of the most promising strategies to induce co-operation and 
integration of effort on crucial problems is the development of 
project Teams and the matrix organisation. 32 
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The hospital's complex activities are traditionally based on teams 
which are the foundation of patient care in theatres, wards and clinics. 
Teams may be formed to deal with one project or they may be a stable group 
working permanently on some aspect of disease, investigation or treatment. 
The team may be formed for one patient at a time--on call when needed-- or 
may be a permanent group formed for a specific therapeutic or diagnostic 
purpose. 
These working groups constitute the maJor part of the informal 
organisation of the hospital. The teams are not formalised, their duties 
not specified by regulation, their interactions, responsibility and 
utilisation of resources not strictly ~upervised or controlled. Major 
decisions on resource use are taken by relatively low-ranking individuals, 
responsible for transforming inputs into outputs and constituting the de-
centralised, loosely-structured operations level of the organisation, but 
subject at the same time to hierarchical control within the formal structure 
of each discipline as previously described. 
Accepting that Teaching hospital is already functioning as a matrix 
but that co-ordination of teams and activities requires more formal defin-
ition, an alternative organisation structure is proposed. 
A Matrix Organisation for Groote Schuur Hospital Group 
Drucker stresses that structures cannot be imposed on organisations 
///but must be built block by block from the objectives, strategies and key 
tasks of the or~anisation. 33 The hospital's broad objectives have been 
defined. 
Various strategies must be employed to attain these objectives. 
Information on external and internal activities must be obtai~ed; needs 
must be determined; unmet needs identified; ways of meeting ne\ ds must be 
sought; priorities, prograrmnes and budge ts must be determined; ~cquisition 
and allocation of resources must be planned; and the most effective and 
economical means of acquiring and using resources identified. Finally, 
'optimum' processes must be selected and methods of measurement : of the 
l38, 
product and evaluation of activities devised. 
With a· clear picture of broad objectives and strategies in mind, 
the hospital's tasks can now be identified and grouped according to function. 
These are:-
1. Planning 
2. Financial Management 
3. Personnel Management 
4. Materials Management 
5. Buildings · and Plant 
Management 
6. Provision of Support 
Services 
7. Provision of Information 
Services 
8. Provision of Nursing 
Services 
9. Provision of Ancillary 
Services 
10. Provision of Technical 
Services 
11. Provision of Medical 
Services 
Short, medium and long term. 
Definition of programmes. 
Budgeting, accounting, auditing 
Business operations 
- accounts receivable, payable 
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Having defined the objectives, strategies and key tasks, the blocks can 
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FIGURE 6 .4 Building blocks for restructuring the Organisation 
of the Groote Schuur Hospital Group 
The proposed structure provides a realistic framework for controlling 
and co-ordinating all the activities of, the hospital, by grouping related 
activities into services for which specific middle management individuals 
are responsible and by defining progranunes which are integrated and super-
-t- vised by progranune managers as shown in Figure 6.5. The services and pro-
\ 
grannnes are directed towards achieving specific objectives economically, 
by optimal utilisation of all the resources of the technical and psycho-
social systems. Decentralisation of many managerial functions becomes 
possible with its attendant advantages. 
The Advantages of Decentralisation 
1. Top Management are freed from routine chores--and can concentrate 
their energies on high level activities and relationships. 
2. Management costs are reduced. 
2.1. Decision-making takes place where the appropriate knowledge 
and expertise are located and can be co-ordinated with 
other relevant decisions. 
I 
• I 
2.2 Top Management is released from constant decision-mafing 
on 'minor' matters and can utilise their expensive time 
more effectively. 
minimised. 
Duplication of decision-making is I 
I 
2.3. Cost of conununication is reduced by eliminating the trans-
mission of data for decision-making up the line and consequent 
I 
decisions back down again. 
I 












































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































3. Effective co-ordination and control can be achieved by delegation 
of appropriate functions to service and progrannne managers with 
. . 34 
limited span of control but high integratory potential. 
4. Decentralisation improves efficiency and quality of service. \ 
41. 
Starkweather has shown that organisationa l performance is significantly 
lower in large hospitals where proper co-ordination for effective 
delivery of patient care services is lacking. 35 Decentralisation 
preserves the technical advantages of size and reduces the dis-
advantages resulting from lack of co-ordination and control in complex 
organisations. 
The matrix structure is an innovative design which could effect 
marked improvements in the hospitals' function. Structure alone, however, 
is only a framework which must be integrated with the other components of 
the socio-technical system and requires direction in order to be viable. 
The managerial subsystem is responsible for directing, controlling and co-
ordinating the whole. 
THE MANAGERIAL SYSTEM 
Kast and Rosenzweig divide the managerial system into three sub-
b d P 
, . . 36 
systems ase on arsons wr1t1ngs. 
1. The Institutional or strategic level which forms one of the boundary 
interfaces between the organisation and its environment and is 
concerned with the relationships between the organisation and the 
environment and with overall planning, financial management and 
allocation of resources. In the absence of trusteesor a controlling 
Board, the institutional role is filled by top management at Groote 
Schuur Hospital. 
2. The organisational or co-ordinative level which is responsible for co-
ordination and integration of inputs and process } for maintenance and 
support, and for evaluating performance and output. Senior and middle 
I 
management should undertake these activities with some participation 
by top management. 
·i 
\ 
3. The technical or operational level is where the main task~ of t he 
hospital are carried out, It is the production level. These are t he 
patient care, teaching, research and connnunity service activities 
involving all the professional, paraprofessional, technic~l and general 
staff whose work is dedicated to the achievement of prime objectives. 
It is logical to relate these three subsystems to the proposed structure 
(Figure 6.5) and to explore the functions of management at the various 
levels and the means whereby co-ordination can be achieved. 
i. Institutional Level 
Levels I and II--Top Management--In the present structure Top Management-·-
the Medical Superintendent, Deputy, Divisional heads, Secretary and Chief 
Matron are overburdened by routine decision-making and concern with the 
day-to-day affairs of the hospital. In the new structure it is proposed 
that responsibility for these matters be delegated to senior and middle 
management --Levels III, IV and V--to enable the Institutional level to 
concentrate on policy-making, planning, overall co-ordination and 
evaluation, and relationships with the environment. 
It is suggested that a post of Pl~nning co-ordinator be created at 
this level as shown in Figure 6.5, with responsibility for the total 
planning functions described in Chapter 5, in liaison with the Planning 
Committee, other management levels and environmental agencies. 
2. Organisational Level 
/ 
Level III--Senior Management--The proposed matrix indicates the functions 
and responsibilities of the assistant medical superintendents, defining 
their relationships to other senior management personnel and to the 
level IV and V managers. The services and programmes allocated to the 
assistant medical superintendents are similar to their responsibilities 
under the present structure, but as stated previously, this is not 
apparent in the chart of the existing structure (Figure 6.2) nor are 
the existing groupings of services and programmes as rational as those 
now proposed. 
The Assistant Medical Superintendents and other Level III managers--Finance! 
Personnel, Buildings, Materials, Support, and Nursing Services ishould meet 
I regularly under the chairmanship of the Deputy Medical Superin~endent to 
report on progress, receive information on Level I and II decisf ons and 
activities, discuss problems and solutions, make recommendations and decide 
on action to be taken. The Deputy Medical Superintendent is acting here 
as a 'linking pin 141to co-ordinate and integrate level I, II and III 
functions. (See Figure 6.6) 
H 
Level IV and V--Middle Management 
Level IV--Service Managers-~with responsibilities for specific services 
should be designated to co-ordinate and control the various activities 
143. 
shown in Figure 6.5. Financial management for instance will require service 
managers to control accounting (receivable and payable), auditing, costing 
of departmental and unit expenditure and budgeting. Personnel management 
would be the responsibility of service managers for all the Staff Office 
functions of appointments, terminations, pensions, supplementary benefits, 
payroll etc. as well as manpower planning and research, recruitment, 
assessment, placement, evaluation and training (in conjunction with the 
Progrannne Manager responsible for staff education). Materials management 
would be the ~esponsibility of Service managers for Purchasing, Stores, 
Equipment, Inventory control, CSSD and Linen. 
The Senior Managers would be 'linking pins' between level II (top 
management) and the services, meeting their service managers on a weekly 
basis to report, discuss and decide on actions appropriate to their level. 
Many of the individuals already in the service at this level and at 
Level III will require training to fit them for these roles, which are con-
'f' siderably more demanding than their present functions and will require the 
' acquisition of some theoretical knowledge if the services are to improve 
as intended. Ideally graduates with appropriate qualifications should be 
recruited for training for these positions, an objective which would require 
fundamental alterations to the regulations controlling appointment to the 
closed career system of the Administrative Division. 
It must be stressed that unless the quality of the individuals who 
fill the senior and middle management posts is high, re-organising the 
structure will not achieve the desired ends and the stresses associated 
with change should rather be avoided. 
// 
Level V--Progrannne Managers 
Level IV and V managers as shown 1n Figure 6.5 are equal in st~tus. They 
I 
are not in an hierarchical relationship to one another but have \ intersecting, 
·i horizontal and diagonal interactions for purposes of co-ordination. One 
(service) providing the means for the other (programme) to perf1 rm designated 
functions. 
It is envisaged that Programme managers will be responsible for 
controlling and co-ordinating all the units that form one programme including 
144. 
planning, organising, staffing, equipping, budge ting and evaluating outcomes, 
in conjunction with other managers with related responsibilities. Many of 
the functions of programme management are performed at present by senior 
nursing personnel (Matrons) who are well qualified for this role as dis-
cussed in Chapter 4. It would be necessary, however, to place them outside 
the nursing hierarchy, answerable directly to an Assistant Medical Superin-
tendent, if they are to work affectively in the proposed reorganisation.
42 
3. _Q£erating Level--Unit Managers 
Unit managers have been used in hospitals in the United States for 
43 several years. 
The Unit administrators and the ward clerks as their agents, were 
expected to exercise a high degree of co-ordination of all services 
on the wards including all support services such as dietary, 
environmental sanitation, transportation, and the like, even though 
these support services were under the line supervision of other 
departments.44 
These managers function in a collegial relationship with the professional 
staff in the wards as members of a team responsible for the routine delivery 
-,t of patient care. 
This arrangement relieved medical and nursing staff of clerical 
and administrative duties enabling them to perform their professional 
functions with greater freedom. It has also been reported that most nurses 
achieved greater satisfaction from their work when non-professional tasks 
were taken over by unit managers, 45 and that quality of care is enhanced 
due to better co-ordination and concentration by professionals on patient 
care tasks. 46 
Unit managers have not been utilised in any public hospitals in the 
-Republic as far as can be ascertained. It is not, therefore, known how 
effective they would be in the local situation. It is suggested that a 
carefully controlled trial of unit management be undertaken in two wards 
at Groote Schuur Hospital utilising suitably trained and quali ~ied 
personnel, i.e. members of the nursing, administrative or clerical staff ·, 
who show a particular interest or aptitude for s uch work and who could then 
be given the requisite additional training. If it can be shown\ that effect-
iveness, efficiency, economy, and patient and staff satisfaction are gre ater 
in these wards than in control units, the appointment of unit manage rs f or 
all wards should be considered. 
145. 
The managerial system in the hospital would thus function at all 
levels via the 'linking pins' of medical superintendents, Matrons, assistant 
secretaries, progrannne and service managers and unit managers as shown in 
Figure 6.6. 47 It is considered that co-ordination, control and more 
effective processing of all hospital products would result from implementation 
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Groote Schuur Hospital Group: Proposed 'linking pin' 
relationship of the various managerial levels. 
Rensis Likert, New Patterns of Management, p.105. 
Integrators and Co-Ordinators 
Organisational and operational level raanagers must achieve co-
ordination by the possession of special skills, knowledge and personality 
rather than by authoritative control. 
Fisher has researched the qualities required for integrators and 
states that good interpersonal relationships are essential in addition to 
certain other qualities. 
I 
There are certain particular personal characteristics associated 
with integrator effectiveness. Among these are technical knowledge-
ability, a balanced or inter-departmental point of view, wi llingness 
to confront conflicts, a high need for affiliation with pe6ple--
' combined with moderate achievement and power motives and a 'strong 




Levels IV & Y 
146. 
Fisher concludes that rational--technical competence and verbal dominance, 
plus an ability to produce differential behaviour for different relation-
ships are essential qualities. It also appeared from his research that 
integrators should not be conciliatory even when seeking co-operation but 
. . . 49 must be assertive and positive in order to succeed. These are uncommon 
qualities. The need for technical competence and knowledgeability is 
compelling, however, and it is considered that suitable candidates for 
level IV and V posts would not be hard to find amongst the nursing hierarchy 
although other technical, administrative and paraprofessional personnel 
might also prove suitable. Suitable senior managers of all kinds will be 
more difficult to find. The availability of appropriate training courses 
would help solve the problem. 
Connnittees 
To avoid confusion in the organisation chart the committee structure 
at Teaching Hospital was omitted. Committees are, however, major integrating 
factors at the hospital, both as formally constituted and as informal ad 
hoc groups, and their main functions and relationships, as well as their .. 
, position vis-a-vis the three levels of management are indicated in Figure 6.7. 
1. The Joint Standing Advisory Cormnittee, constituted in terms of 
the Joint Agreement, consists of three representatives appointed 
by each authority (Provincial Administration and the University) 
"who shall elect a chairman from amongst themselves 1137 and is 
established--
/ 
for consultation between the University and the Administration 
in the first instance on all matters affecting the relations 
between the two authorities in respect of the teaching hospitals 
and associated services.38 
In practice this connnittee rarely meets and plays a minor role in the 
affairs of the teaching hospitals. It is used primarily for resolution of 
conflict but in most instances disagreement between the Medical Faculty 
I . 
and the Hospitals Department is dealt with effectively at a lower level 
through other channels. It would seem, however, that the Join~ Standing 
Advisory Connnittee could be a most valuable forum for airing arid possibly 
resolving many long-standing problems, such as medical staff salaries, study 
leave allowances, restriction of funds for essential services and delays in 
planning and building of new facilities, and it is considered that this 
connnitt~e should be used more effectively. 
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co~bincd cli~!cs, rev iew ~eetinqs, various intradcpartmcn~~l co::t.~ittees, groups, teams . 
Groote Schuur Hospital Group: The Committee Structure 
147. 
2. The Teaching Hospitals Central Advisory Committee (T.H.C.A.C.), also 
established under the Joint Agreement, is the highest intra-hospital 
decision-making body and as such, has both Institutional and Organisational 
responsibilities?
9 
The duties of the connnittee have been desc~ibed in 
Chapter 2. 
I 
The Executive Committee of T.H.C.A.C. consisting of th~ Medical 
Superintendent, (Chairman) and Deputy, the Dean and the six Divisional 
heads is the most powerful decision-making group in the hospital, despite 
the fact that all Executive Committee recommendations must be r~tified by 
the full committee and require, in most instances, approval by the University 
148. 
and the Provincial Administration, 
The Chief Matron and Hospital Secretary are not members of the Joint 
Staff and do not attend T.H.C.A.C. meetings. As Top Management--heads of 
the nursing and administrative services respectively--it is anomalous that 
these two senior edmi~istrators ere excluded fro~ the highest cou..~cils a.~d 
deliberations .in the hospital. Integration and co-ordination cannot be 
achieved without incorporation of all top management personnel in the bodies 
which are constitutionally responsible for such matters. As regards the 
Chief Nursing Officer, Starkweather--in proposing a similar reorganisation 
of hospital structure says--
The hospitals' Director of Nurses would hold no line authority over 
the chief · clinical nurse or other nurses of each (nursing) unit. 
The Director's job would instead emphasise the recruitment and 
training of clinical nursing talent, the evaluation of patient care 
in the hospital, and the development of new hospital clinical 
services. She would be an active participant in important medical 
staff discussions and decisions and would sit on the medical staff 
executive connnittee. The Director ~f Nurses position would thus 
move from the level of operations to the level of overall policy 
and decision making,40 
-.t The same principle applies equally to the Hospital Secretary as head of the 
' general Administrative services. 
Inclusion of Matrons and Secretaries from all the hospitals which 
fall under T.H.C.A.C. would make an already unwieldy committee unmanageable 
and would not be of value. It is proposed, however, that at Teaching Hospital 
at least, the Chief Matron and Secretary should attend the fortnightly 
Executive Committee meetings. This would provide the missing link between the 
chiefs of medical, nursing and administrative services which is so vital for 
effective total management. 
__ / 
3. The Management Committee consists of the Medical Superintendent, Deputy 
Assistants, The Chief Matron and Deputy, Hospital Secretary and Hospital 
Engineer and deals with the routine, organisational level chores of 
administration. An analysis of decision-making by this group over a 
I 
three month period showed that 87% of the decisions (254/293) related 
to application of rules, determination of operating policy, 1a need for 
internal information, or routine resource allocation. Only 112% of the 
decisions (35/293) dealt with major policies, or planning matters, or 
with environmental relationships at the institutional level. The remain-
ing 1% ( 3/293) were unclassifiable. 
4. 
149. 
It is ap~arent from this analysis that the management committee is 
dealing predominantly with organisational rather than institutional 
matters and that the Medical Superintendent, Chief Matron and 
Secretary should delegate these responsibilities to their deputies 
and assistants and concentrate instead on top management strategies, 
tasks and functions. 
University Committees are largely irrelevant to this discussion on 
management of the hospital, except to note that the Medical Super-
intendent and Deputy's places on the Medical Faculty Board are also 
provided for in the Joint Agreement, which ensures cross-feed of 
information from the Medical Faculty to the Hospital just as T.H.C.A.C. 
facilitates the reverse flow. 
5. Other connnittees which fulfil an essential role in the co-ordination 
of hospital activities are shown in Figure 6.7. The Planning, Building, 
Equipment Advisory, and Cost Contr,ol Committees have been discussed in 
previous chapters. The functions of the remainder are apparent from 
their descriptive titles . 
...- At a lower organisational level there are several formal committees 
' which control and co-ordinate a variety of activities, comprising 
personnel from a wide range of departments and disciplines. 
At the technical level there are also many groups who meet informally, 
regularly or irregularly to plan, organise, discuss or review inter-
and intra-departmental or unit functions and activities. 
Figure 6.7 indicates clearly the pervasiveness of the committee system 
at Groote Schuur Hospital and the extent to which co-ordination and 
control are effected by both formal and informal groups. 
/ The Information-Decison System 
· 50 Decision-making is integral to the process of management and 
mention has already been made of the appropriate levels for different 
· kinds of decision-making and the advantages of decentralisatio~ of the 
process. Optimally decisions and decision-making form a hierarchy so that 
"planning at the top level provides guidelines for the next level and so 
f h d h h h . . 11 51 \ ort own t roug t e organisation. 
1 r. 
As previously stated, the most significant aspect of decision-making 
in hospitals is the low hierarchical level at which most decisi,ons on 
I 
150. 
resource-use are taken. Doctors control the consumption of 70-80% of the 
hospitals resources--equipment, manpower, buildings and plant. It is the 
medical staff at the operating level who determine admissions, discharges, 
investigations, treatment, need for special care, length of stay, number 
and frequency of return visits, conversion of research projects into patient-
care programmes and many other activities. It is, however, beyond the scope 
of this work to study the various classifications of decisions and decision-
making in greater detail. There is a comprehensive literature on the subject 
which can be studied with benefit. 52 
It is important, however, to appreciate that rational decisions cannot 
be made at any level without information. Management must be informed as to 
the existence .and nature of problems, must know what the needs are and the 
range of possible solutions and consequences and, finally, must be given feed-
back on the results of decisions taken. 
This process forms the classic cybernetic loop which results from 
information--decision--feedback--decisiQn as shown in Figure 6.8 which 
illustrates the on-going nature of the decision-making process and the need 
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Information Flows and the Decision-making Process 
Each decision initiates action which generates the need for new 
decisions in a constant cycle, with feedback of information an~ new input 
I 
from the environment providing the basis for the next series ofi decisions. 
Control at many levels is achieved by built-in, automatic reactf o~s to 
routine situations--so that active decision-making by management is un-
necessary. 
This simple diagram also illustrates the need for information to be 
cormnunicated to the appropriate operating level so that decisions can be 
implemented and action taken. 
Information Systems 
A specific decision depends on the analysis, interpretation and 
evaluation of information that is ava ilable to the decision-maker It is quite apparent that the decision-maker can· be deluged with 
information if he does not know how to select data that are pertinent to his problem. 53 
151. 
Lack of information is as much of a problem for management as information 
overload and upward channels of communication must be carefully ~aintained 
to ensure that problems are recognised early and that new ideas and pro-
posals are received and studied. Informal communication networks are as 
important as formal channels and should not be discouraged by insisting 
that 'correct ·' channels must be followed. Information flow must, however, 
b 11 d h b h ' d . ff. . 54 1 . 1 e contra e or t e system ecomes c aot1c an 1ne 1c1ent or--a ternat1ve y--
if information is inadequate or delayed, managerial efficiency can be 
seriously impaired. 
~ 
Groote Schuur Hospital suffers from a combination of all three 
problems--overload on one hand and deficiency and delay on the other. In-
formation on resource utilisation and data for evaluation of methods and 
procedures is either not available or is stored in an inaccessible format. 
Valuable information is painstakingly captured for computer processing and 
then deleted from the files without analysis. Other essential data is 
recorded and stored by manual methods but cannot be collated for analysis 
due to complexity and volume. The analysis and presentation of information 
for various levels of management will be discussed in the next chapter and 
suggestions made for improving the process. 
Confidentiality--Communication between doctor and patient is regarded as 
protected information. Hospital management therefore has an obligation to 
ensure that patients' medical records are treated as confidential and that 
no information about a patient is made available to any other person without 
the patient's consent--except by court order. The advent of co~puterised 
I hospital information systems makes this responsibility far more 1 onerous and 
stringent safeguards must be built into the system to avoid the.' possibility 
f ' f f. d . 1 ' f . 55 o misuse o con 1 ent1a 1n ormat1on. 
Professional secrecy is an ethical value prescribed for the pr otection 
of the patient. Bureaucratic secrecy on the other hand is a device £or the 
protection of bureaucratic authority and· is seldom justified, se~ving merely 
to obstruct the free flow of information and to retain power in the hands of 
152. 
the secret-holders. Organisational ends are not generally served by 
preserving the confidentiality of so-called dffici~l secrets and this dys-
function of bureaucracy should be guarded against. 56 
Communication Networks-- The problem of communications in organisations is 
psycho-social rather than technical. The effectiveness of the information 
system is dependent ultimately on the people who use it, regardless of how 
efficient the techniques for· collection, storage and analysis of data may 
be. Dissemination--lateral, vertical and diagonal--and reception of 
information, can only be achieved if the human element in the communication 
network is functioning properly. 
Communication in hospitals has been studied extensively by Revans 
and others in a group of London Hospitals in a project, Hospital Internal 
Communications. The study arose from Revan's initial research into the 
morale of nursing staff in Manchester Hospitals, which convinced him that 
lack of communication was responsible for the extreme anxiety and uncertainty 
which characterises hospitals and which resulted in alienation, poor morale, 
and high sickness and drop-out rates among nursin3 staff. 57 The Hospitals 
Internal Communication project which lasted for several years did not in 
_fact accomplish its objectives. The attempt to institute by means of surveys 
an action-learning process amongst hospital staff was partially successful, 
depending on individual hospitals and people, but it appears that major 
changes in staff attitudes and improvements in patient care were not · effected. 58 
A subsequent review by Revans himself, written ten years after the 
project started is more optimistic and indicates that the process of 'auto-
therapy' proposed by him has indeed borne fruit and that the methods used--
. h d . 11 b h 1 · 59 wit a aptation--may we e wort emu ating. 
The Brunel Institute of Organisation and Social Studies has published 
a progress report on the Brunel Health Service Organisation Project which by 
means of 'social analysis' is investigating a wide range of organisational 
problems in the North West Metropolitan Region Hospitals (London). This 
investigation has been based on group discussions and conferences between 
I 





resulted in improved communications in the hospitals 
h . f h . 60 was not t e prime purpose o t e proJect. 
this 
Similar studies have been undertaken in the United States on Organisa-
tion Development (O.D.) but are not as fully documented as the U.K. 
projects.
61 
It is considered that these reports should be care~ully studied 
I 
and serious consideration given to the development of similar projects at 
153. 
Teaching Hospital where a need for improved communications--by any and all 
criteria--is clearly apparent. Action-learning, social analysis and O.D. 
Team Building all offer an innovative and seemingly worthwhile approach to 
better communication and better management in the hospital. 
SUMMARY 
The inputs,to the hospital system must be processed and converted to 
outputs--tce hospital's product. Conversion takes place via the organisation's 
socio-technical system which consists of the goals and values of the 
participants and the psycho-social, technical, structural and managerial 
subsystems. 
The values of the participants exert a strong influence on individual, 
social and organisational goals, resulting in multiple and possibly conflict-
ing goals. Hospitals are fortunate in employing people whose individual and 
professional goals and values, form a normative structure which provides a 
powerful integrating force and has high congruence with organisational goals. 
Professionals also, however, internalise professional goals and conflict 
with the organisation may occur with regard to means of achievement rather 
than in respect to the goals themselves. Although suppressed conflict may 
be revealed by clearer definition of Groote Schuur Hospital's o~jectives, 
these should be determined, in consultation with all participants, in order 
to clarify the hospital's role and function and to facilitate future planning. 
The structure of the organisation forms the framework upon which the 
other subsystems depend. The structure comprises the formal organisation, all 
informal relationships and the policies, rules, codes and procedures which 
regulate the hospital. The organisation chart of the present structure is 
confusing and does not indicate the complexity and polycentric nature of the 
Groote Schuur Group. An alternative matrix structure is proposed which clari-
~ fies many of the existing relationships and defines managerial relationships 
at different levels. The matrix structure facilitates decentralisation and 
enables top management to concentrate on institutional relationships, policy-
making, financial control and overall co-ordination, delegating routine 
J 
matters to lower organisational and operating levels. Horizohtal as well as 
traditional scalar relationships can develop which should improve co-ordination 





Each level of management has specific tasks which must be appropriate to \ 
that level and which can be more effectively performed by programme, 
service and possibly unit managers working in teams with the professional 
staff. These managers have an important integrating function and should 
have particular qualities and special training to enable them to accomplish / 
organisational objectives and to act as !inking pins' between different 
managerial levels and the technical level teams. 
The functions of the managerial system are enhanced by the many 
committees which function as powerful co-ordinating bodies in the hospital. 
The information-decision subsystem is a primary concern of the managerial 
system. The free flow of information through the hospital is essential for 
effective de~ision-making but control ruust be exercised to ensure that 
information is timeous, accurate and not overwhelming. Computerised informa-
tion systems can be of great assistance in providing information to manage-
ment but must be carefully designed and controlled to avoid information 
overload and to protect the confidentiality of patient and personnel records. 
\ 
The free flow of information is dependent not only on technical 
processes but also on effective communication between people. Several pro-
-t j ects have been reported which stress the importance of communication in 
' hospitals and these require careful study to assess the possible application 
and utilisation of action learning, O.D. and similar methods in the organisa-
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7. THE PRODUCT 
The final stage in studying the hospital as a system has now been 
reached--necessitating analysis and evaluation of the hospital's product. 
In earlier chapters both the functions and the goals of the hospital 
were outlined and it is apparent that the functions of patient care, teach-
ing, research and service to the community are also broadly speaking, the 
goals and the product of the hospital. Katz and Kahn state that organisational 
functions and objectives should be thought of "not as the conscious purpose 
of group leaders or group members but as the outcomes which are the energic 
1 
source for a maintenance of the same type of output". 
Keeling distinguishes between output and outcome by describing out-
puts as the product of the inputs which contribute to the achievement of 
objectives, whereas outcome is the measurement of the extent to which the 
-
achievement is attained. In other words there ·are two important relation-
ships in the use of resources 
1. Input to output and 2. 
2 
Output to outcome 
Both these factors must be considered when evaluating the product--which is 
both the actual unit of production (output) and the quality, in terms of 
effectiveness and efficiency of the product (outcome). Teaching Hospital's 
product can therefore be viewed both as the output/outcome which is re-
circulated as renewed input or as the output/outcome--resulting from con-
version of inputs. 
The first approach requires examination of the product~treating 
patients, trained staff, results of research, contributions to community 
health and welfare and the re-entry of these products into the system as 
returning patients, manpower, new theories, technology and treatment, and 
the effects of changing community attitudes on availability of iesources. 
t 
The latter may lead to increases or reduction of input, depending on a 
variety of environmental factors, including the public perceptiof of the 
validity of the hospital's activities. . I 1•• i J . .:.' ~ ... ,
The amount of support which an organisation receives from its social , 
environment is also affected by the information which elite groups 
and wider publics have acquired about its goals, activities cµ1d 
accomplishments. 3 
159. 
The second option considers the same ends but is not concerned with 
the complex and unquantifiable psycho~social, cyclical aspects of input/ 
output systems. Restricting the study to the simple input/output relation-
ship makes it possible to concentrate on more -measurable assessment of the 
product and its quality. It is the intention in this chapter, therefore, 
to use t~e latter approach to consider racasur~raant o~ tha hospital's out~ut 
and the extent to which outcome meets the goals and objectives of the 
organisation. 
Emphasis will be placed on the outcome of patient care rather than on teach-
ing and research as it is considered that patient care is the hospital's 
primary objective and that the other functions are secondary. Furthermore, 
research and some teaching are predominan~ly University responsibilities 
whereas this work is mainly concerned with the Provincial area of responsi-
bility in the hospital--patient - care. 
OUTPUT--THE QUANTITY OF THE PRODUCT 
Analysing the hospital's output of treated patients presents problems 
in distinguishing between measures of process, activity, utilisation and true 
output. Many of the definitions are unclear and the available texts use 
terms interchangeably. 
The dilemma is exemplified by Fanshel and Bush, 
At present, for the structural elements of the system, the emphasis 
is on their activities, not their outputs; thus, the usual indicators 
are caseload, ratio of beds to population, nurse utilisation, cost 
per day and the like. These measures could becorae more useful if we 
could establish what the end product or outputs, of the system are.4 
For the purpose of this work therefore, a.~y statistics relating to 
the quantity of patient care will be considered as measures of output--
realising that many of them are concerned with events rather than individuals, 5 
and relate to activity rather. than output. 
The requirements for collection of certain basic data to record 
hospital activity are similar in most countries and includes simple counts 








. . . . 1974 1975 1976 
Admissions 57 559 57 434 56 984 
Deaths 2 095 2 047 2 128 
Discharges 54 534 54 444 54 013 
Patient days 497 301 498 450 479 079 
Average Daily Census 1 314 1 377 1 285 
Outpatient Attendances 966 690 1 200 595 203 145 
Operations 32 794 32 483 32 516 
Obstetric Deliveries 16 171 18 379 18 694 
FIGURE 7 .1 Groote Schuur Hospital Group: Activity Data (1974-1976) 
These statistics can be collected in many different categories--
indicating specifically medical or surgfcal admissions and attendances, or 
pertaining to particular wards and units. In addition, individual departments 
record their own activities in regard to procedures or investigations per-
'!" formed, specific therapeutic regimes completed or case work done. The method 
of collection of data is, unfortunately, not always specified and each 
institution or even each department may make its own rules for measuring 
activity. 
The need for a record of activity as distinct from measuring output 
is a basic cause of the defects in most data collection. If, for instance, 
a department wishes to measure the activity of personnel they will record 
work done in units of time e.g. 20 minute periods of physiotherapy treatment •. 
If, however, the output of the department is to be measured it - is necessary 
to know how many patients were treated. For general hospital purposes on 
the other hand, the number of treatments given to individual patients, or 
investigations or procedures of· all kinds, received by the average patient, 
may be required. 
It becomes apparent that the purpose for which the infoi-mation 1s 
required must first be ascertained and clearly defined before t~e data 1s 
collected. Furthermore, the method of counting must be precise11y spe cified 
so that all hospitals record activity or output 1n a uniform manner to ensure 
comparabi 1i ty. 
Purposes for which information is collected 
Output information is required mainly for administrative purposes, 
The most important uses are-~ 
1. Costing Inpatient day costs 
Outpatient attendance costs 
Departmental costs 
Cost of investigations, procedures . 
Catering costs 
Pharmacy cos ts, etc. 
2. Measuring Resource Consumption 
Number of personnel/patient/Procedures/unit 
Supplies used/patient/procedures/unit 
Drugs issued/patient/unit, etc. 
3. Assessing utilisation 
4. Planning 
5. Budgeting 
Hospital activity data 
Staff employed and their allocation 
Long stay patients 
Meals served 
Pharmacy items dispensed, etc. etc. 
161. 
Note: Billing is omitted as this is not a requirement for the Groote Schuur 
Hospital Group, where charges depend on income and not services 
rendered. There is a sliding scale of fees which is different for 
inpatients and outpatients. 
Knowing the purpose for which the information is required, the type, 
quantity, source and destination of reports can then be determined. 
Simple counting is a mandatory activity for all Cape Provincial Hospitals 
and the method of counting and calculation is clearly defined for inpatient 
admissions, discharges, deaths, census, patient days, bed occupancy and opera-
7 tions performed. Considerable ambiguity and uncertainty exists, however, 
about the recording of outpatient visits/attendances and the counting of 
laboratory tests, other investigations and various therapeutic P.rocedures. It 
I 
is essential that measurement of each item be standardised and tpe standards 
applied to all Provincial hospitals, if the data which is so lab.briously 
collected and analysed is to be of any value. Sheps has emphasised the iffi~ort-
1 
ance of comparison, stating that with any measurement, comparisons are made 
or a baseline established for future comparison. "Comparison lies at the basis 
of all measurement 11 • 8 .·, 
162. 
Measurement implies a comparison against a mark on a scale. The marks 
are meaningful only in terms of established riorms, of earlier units on the 
same subject, or of readings obtained from another subje~t. 
An attempt is now being made to test a very basic method of data 
collection at several Cape Hospitals and it is hoped that this will develop 
into a measurement system with wide applicability and comparability. 9 
Output is a comparatively simple quantitative concept, requiring 
relatively little effort to collect, store and analyse, Outcome measurement 
however, is more complicated and there appears to be minimal agreement on 
precisely what is required or how to obtain it. 10 
OUTCOME 
Before outcome can be evaluated the hospital must define its objectives. 
The problems associated with such definition have been discussed in a previous 
chapter and the need for goal definition stressed. It is generally agreed, 
however, that the primary goal of health 'care is benefit to society. It has 
even been suggested by Ashford that 
-t Management should be mainly concerned with services to people . 11 
l rather than with the performance of organisations and motivation. 
To support such a contention would be both inefficient and ineffective 
but it serves to emphasise that hospitals work within the terms of reference 
of their return to society, and that information for evaluation of hospital 
services and their benefit to people (patients and others) must come from 
both external and internal sources. 
External Measures of Outcome 
External factors on which information should be obtained relate to the 
effects of hospital-care contact on the patient, the family, society, commerce, 
industry and the economy. 
The need to know' whether an individual institution is in fact contri-
buting to the improved health, welfare and prosperity of the so~fety it 
serves is real and requires quantification as well as qualitativ~ description. 
1 
Health Status ·Indicators--This is a field where general health itldicators 
would be of considerable value to facilitate comparison between national as 
well as individual institution's achievements. Morbidity and mortality 
statistics (including neonatal and maternal deaths), disease incidence and 
163. 
trends, life expectancy and other basic data are connnonly available 1n most 
industrialised and to a lesser extent in semi-developed countries. This 
information is utilised extensively by various Governme~t departments 
concerned with trends and averages--and by i~surance companies--but is seldom 
used by individual hospitals as criteria for assessing achievement and is 
almost certainly too broadly based to be reliable for this purpose. The use 
of sickness benefit or death certificate data for evaluation of health 
services has been viewed as a breach of confidentiality in the United Kingdom--
although adequate concealment of individual patients' identities must be 
"bl 12 poss1 e. 
The Health Interview Survey in the United States is a household survey 
designed to obtain information on all forms of illness, impairment of 
function, injuries and utilisation of health services, from ?Il annual sample 
of 42 000 households. Analytical studies of morbidity have been derived 
from these surveys but the data has not been linked to the effectiveness of 
h lh . . b . 13 eat services on a comparative asis. 
Kohn and White reporting on an international collaborative study of 
the use of health care services by twelve study populations in seven countries, 
-t- conclude that perceived morbidity is a valuable guide to the need for and 
l 
utilisation of health services, but have regarded their findings as relating 
to input rather than to outcome of health services. They claim, however, to 
have developed various measures of morbidity which can be used as an index of 
heal th. 14 
Health Indicators in general are still in a very early stage of development. 
Fanshel and Bush state categorically "to date there is no indicator that can 
fairly be called a Health Status Index11 •
15 
Most research into this subject has concentrated on the function of 
the individual in his daily activities, as being central to the concept of 
health and have attempted to quantify function in a variety of circumstances.
16 
Fanshel and Bush propose the use of other weighted values, in addition to 
measures of function, to provide a Health Status Index. Their Index measures 
the effectiveness of health care programmes in dysfunction-fre~ days/year 
enjoyed by treated patients, which can then be weighed against ·· the cost of 
treatment to test the cost/effectiveness of health care prograrrimes.
17 The 
Index can also be used to quantify the output of health service
1s and other 
social programmes.
18 
Further developments on health status indices have 
been reported which attempt to refine quantitative measures for function 
~ 
164. 
and dysfunction and for debility, and to place a value on the conditions of 
l "f 19 i e. 
Investigations into measures of health status have been directed not 
only to morbidity a.~d invalidity but also to the extent to which the sick 
person may be a burden or danger to others--and the chance of recovery with-
out iutervention. A report from a technical discussion of the Worid Health 
Assembly proposes three indices. 
1. Life Expectancy Years--a measure of the shortening of life as a result 
of disease without intervention which could be develcped for application 
to specific disease entities. 
2. Person Years in Good Health--a measure of the number of years of good 
health made possible by interventions which reduce or limit the natural 
course of disease. 
3. Validity Years--a measure of health gain where complete recovery is 
unlikely but where intervention will reduce the degree of invalidity. 20 
' 
If health gain can thus be quantified, this can be set against the 
costs of treatment and prevention and the costs incurred by society in obtain-
ing treatment for the patient~-such as loss of productivity at work; cost of 
' replacing the patient at work; cost to the family--loss of earnings, cost of 
replacing the woman in the home, transport costs, and health insurance and 
21 death expenses. 
It follows that diseases can then be classified in several ways. 
1. High cost high gain 
2. High cost low gain 
3. Low cost high gain 
4. Low cost low gain 22 
5. Various intermediate combinations 
It thus becomes possible to allocate resources to those diseases and therapies 
which will render the greatest benefit at the least cost--if ethical con-
siderations do not dictate otherwise. 
choice if it wishes to do so. 
Society can at least ma~e an educated 
I 
·I 
Other less tangible outcomes of health services have also received a 
I 
great deal of attention but not quantification. The poor corre l ation between 
increasing input and seemingly static output of health services; the incre ase 
in 'psycho-somatic' illness; the indirect costs to the connnunity of perceived 
morbidity; the effect of rising expectations and demand, health 
1
insurance and 
availability of health services on public health (or ill health); and the 
'sick-role' and its effect on society, have been examined by many writers 
165. 
. 1 d' C . 23 ~ ld . 24 ~• 1 · ,. 25 Sh . d R . 26 d P 27 inc u ing ocnrane, ~e stein, LL ict1, ain an oemer an arsons. 
It is apparent that there is a need for a micro-model to measure the 
health status of individuals and for a macro-model for analysis of populations. 
In evaluating the outcome of hospital treatment the micro-model is more! 
relevant to this discussion and it is suggested that much valuable information 
could be collected by Provincial and State Health Departments to provide 
feedback to health services, including hospitals, for comparison and evaluation 
of achievement. The same data could also be applied in the wider context of 
a national health profile. Development of Health Status Indices for analysis 
of health service outcomes, would be a valuable research project for funding 
by the Medical Research Council on a multidisciplinary basis.· 
Subjective Feedback from the Community--A source of external information on 
the hospital product, which is virtually untapped, is public opinion. Market 
research into consumer satisfaction (and needs) is a rich field for potenti-
ally valuable feedback on the outcome of hospital care • .. \ 1. Surveys--Opinion surveys based on random or selected sampling, 
questionnaires, skilled interviews and expert appraisal would 
indicate clearly how the hospital and its services are viewed 
and valued by the community, as well as providing insight into 
particular areas of inadequacy and poor quality--as perceived 
by the consumer and his family, friends, employers and associates.
28 
Several surveys have been done to elicit patients' views on their 
hospitals. 29 A survey, based on the questionnaire compiled by 
Raphael for the King Edward's Fund, was conducted at Groote Schuur 
Hospital during 1977. 30 The results were informative and useful, 
comparing satisfactorily with the findings reported by Raphael 
h d f d h · 1 
31 F 11 h w o surveye a group o Lon on ospita s. o ow up on t e 
Groote Schuur survey has resulted in changes being made to hospital 
i 
visiting hours, serving of meals, availability of reading matter 
'I 
and radios, and improved management in two wards where patient 
satisfaction was markedly less than in other wards in th~ survey. 
. .I 
The questionnaire itself proved to be an unsatisfactory instrument 
which invalidated the findings for research purposes and the full 
report has not, therefore, been included in this dissertation. The 
2. 
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survey will, however, be repeated, with better formulated questions, 
and it is intended that this should become a regular and on-going 
analysis of patient opinion. 
Consumer Representation--In the United Kingdom, two mechanisms for 
representing the general public in health service affairs and for 
ensuring an effective complaints procedure (which is an indication 
of outcome) were instituted in the Re-organisation of the National 
Health Service in 1974--Cgmmynity Health Councils and an Ombudsman--
h 1 h S 
. . . . 32 
t e Heat erv1ce Connn1ss1oner. 
The Community Health Councils were established to provide a forum for 
constructive criticism, comments and complaints, about gaps or defects in the 
Health Service, on behalf of the public. The Council have right of access to 
hospitals, are entitled to a hearing from health authorities, to be consulted 
on planning and changes in their districts and to receive answers to their 
queries. In addition to a duty to inform the Area Health Authorities about 
public needs, they also act as public watchdogs to ensure that complaints 
are adequately dealt with and to provide an external check on hospital and 
33 other health service procedures. 
A Council exists in every district 1n the United Kingdom and consists 
of 20-30 members--half of whom are appointed by local authorities, one-third 
by voluntary organisations and the remainder by other bodies. The creation 
of the Councils, by separating management from representation of community 
interest, introduced a new concept into the National Health Service and 
provided an important channel for effectively voicing public opinion on 
hospital affairs. The Council acts independently of the Area Health Authori-
ties (AHA) but should, if possible, act in concert, rather than in conflict 
with the AHA. 34 
The office of Health Service Commissioner (Ombudsman), which is held 
concurrently by the Parliamentary Connnissioners in England, Scotland and 
Wales, was created to provide an external review mechanism for those consumers 
who are dissatisfied with the outcome of complaints to health service authori-
ties. As Parliamentary Commissioner, the incumbent of the offi~e may only 
receive complaints through Members of Parliament but as Health Sf rvice 
Commissioner he may act on complaints from individuals or on beh~lf of individ-
uals, has wide powers of investigation and may exercise considerable discretion, 
but is limited in the matters which he may investigate--maladministration and 
failures of service falling within his jurisdiction; clinical matters , personnel 
l .. 
~ ' . 
f 
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matters (i.e. complaints from personnel on their own behalf--not complaints 
against personnel), action that may fall within the jurisdiction of the 
courts or an Inquiry, and contractual or commercial transactions being 
excluded. 35 
In Holland democratisation in hospital planning and decision-making has 
been investigated and implemented with the intention of encouraging partici-
pation by Society, patients and employees in hospital affairs--and the 
appointment of an Ombudsman for hospitals is proposed. 
36 
In the United States, Health Systems Agencies represent consumers with 
increasing vociferousness37and efforts are being made to introduce Ombudsmen 
. h . . I • 38 I h into ospitals to represent patients interests. n contrast tot ese 
developments in Western, industrialised nations, there are very limited, 
independent, external mechanisms to allow for representation of consumer 
interests in patient affairs in hospitals in South Africa. 
Proposals for Connnunity Representation for the Groote Schuur Hospital Group. 
The Teaching Hospital Board, the members of which are appointed from 
nominated representatives of local authorities, Provincial Administration 
't- and various voluntary organisations, and other interest groups such as the \ 
University, is one of the few organisations associated with the administra-
tion of the hospital, which represents the consumer. 
The Board ·functions, however, as an arm of management, not as a con-
sumer group except (as empowered by the Hospitals Ordinance) in regard to 
waiving or reduction of fees and the consideration of complaints made by 
t . h b f the publi·c. 39 Th' 1 f t· · ld pa ients or ot er mem ers o is atter unc ion is se om 
if ever performed, as complaints are made directly to Hospital Management 
in most instances and dealt with at that level. Advisory Cormnittees have 
also been appointed, by the Administrator of the Cape Province, for the two 
hospitals in the Group which are responsible for the treatment of alcoholics. 
The functions of these two Committees are poorly defi~ed and attempts are now 
being made to encourage the most recently constituted connnittee to act as a 
I 
liaison with the general public, to assist with education of the community, 
'I 
and to provide information on public needs and opinions of the institution. 
It is considered that the functions of the Board and the kdvisory 
Committees require re-examination and that much greater emphasis should be 
placed on their role as community representatives. Thought should also be 
given to a broader base for nominations to these bodies, to ensute represen-
tation of the whole connnunity served by the Group. 
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Satisfactory machinery for channelling complaints and suggestions to 
the newly responsible bodies would require organisation. The Code of 
Practice suggested by the Committee on Hospital Complaints Procedure, 
provides practical guidelines and proposals which ~re suitable for use by 
40 the Groote Schuur Hospital Group. 
Although perceiving a very real need for an Ombudsman in local health 
and other services, it is felt that the establishment oi such an office is 
unlikely in the Republic at this time. There can be no doubt that an Ombuds-
man with effective power is an invaluable check on bureaucratic ineptitude 
and provides a most desirable, fair and unbiased 'court of appeal' for the 
public--patients and others--against monolithic bureaucracy and professional 
autocracy. 
Malpractice suits--Litigation against hospitals is not as yet a significant 
problem in South Africa. Malpractice suits have, however, grown to alarming 
proportions in the United States where the courts monitor the performance of 
hospitals, hospital personnel and private practitioners. This process does 
serve to measure the effectiveness of health care outcomes on individuals 
but its effect on medical care overall is difficult to assess. It is not, 
however, the purpose of this study to consider malpractice litigation, which 
has been mentioned merely to complete the discussion on various external 
methods employed by Society to evaluate and influence Health Service o~tcomes·. 
Internal Measures 
Internal measures of outcome are those collected by individual 
institutions to measure their own performance. If several institutions 
collect comparable data, these can be collated by a central agency and the 
performance of all institutions compared against one another or against pre-
determined criteria or standards. 
,,/ 
Many of the measures which are traditionally used for analysing out-
come are in fact measures of structure or process and assess hospital 
performance, procedures and utilisation rather than the treated_ patient's 
change in health status. 41 There is a strong causal relationshi p between 
· 42 structure, process and outcome and they are not always separable. The 
discussion which follows on measures of effectiveness and 
therefore cover all three aspects. 
I 
effic~ency will 
. I . 
I J .... ',· 
I f ' · , ,. 
I 
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Efficiency can be defined as the ability to use resources to their optimal 
potential. 
Furthermore--
Efficiency is related to the costs of achieving an outcome •.••••• 
the ratio of cost to benefit .•. and should always be related to 
the outcome of the total process. 43 
Efficiency relates to the way in which an outcome is achieved and is mainly 
concerned with measures of performance and outcome in terms of exp2nditure. 
According to Katz and Kahn--
Efficiency is primarily a criterion cf the internal life of 
the organisation and is concerned with the economic and 
technical aspects of the organisation. 44 
Such parameters as bed occupancy; length of stay; length of waiting list or 
delay before admission for 'cold' treatment; complications; recurrence and 
re-admission rates, can be interpreted as measures of efficiency as can bed-
d ff . . 45 . . . . d turnover rates an sta :patient ratios, outpatient waiting times an 
d 1 . h d 1. . ' . 46 A . . d. . f d. . e ays in sc e u ing investigations. 'utopsies are in icative o iagnostic 
and therapeutic efficiency. Autopsies as a percentage of deaths per annum 
have declined steadily from 34% in 1966 to 25% in 1976 at Groote Schuur 
'+ Hospital (see Figure 7 .2). 47 
' 
1966 1976 
Admissions 33 445 47 108 
Deaths 1 614 2 103 
Autopsies 553 535 
Autopsies as percentage of deaths 34% 25% 
FIGURE 7. 2 Groote Schuur Hospital Group: Autopsies perf~rmed (1966-1976) 
The decline is largely due to improved diagnostic techniques which 
assist in confirming the diagnosis, without the need for autops.Y and to a 
variety of other factors. 48 The post-mortem, however, is an inyaluable tool, 
unequalled as a measure of diagnostic accuracy and medical perfbrmance and 
every effort should be made to increase the percentage to at least 1966 levels. 
I 
Information needed for measuring efficiency--Abel-Smith's commi ttee which was 
appointed to explore the application of economic principles to health services , 
recommended that activity units -- units of measurement for resources used--
should have four characteristics. 
Uniform Application They would have to be sufficiently closely 
defined for the system to be uniformly applied, not only within 
an area, but throughout the whole country. 
Acceptable Accuracy in costing They would have to be capable 
of being costed with sufficient accuracy for indications of cost 
or resources used to be given within acceptabie margins of error. 
Usefulness for Medical practitioners The groupings of diseases 
would have to be usable by doctors in any setting. 
Outcome oriented The units used for resource information would 
have to be units which, when costed, could be compared with the 
relative success or failure of using such resources. 49 
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1. Uniform application and collection of activity units will ensure compar-
ability of information for evaluation of hospital efficiency. The Cape 
Hospital study mentioned earlier can only be viewed as a feasibility study. 
Responsibility for standardisation of methods of measurement of health care 
activities must be accepted by the Department of Health for countrywide use, 
as effective co-ordination can only be achieved at Central Government level. 
2. Acceptable Accuracy in costing--Both outcome and output measures must be 
4- related to the resources consumed in production, if efficiency is to be mean-
\ ingfully measured. It is necessary to be able to calculate the cost per 
patient day (inpatient) and per attendance (outpatient). The cost of treating 
specific diseases or performing particular investigations or procedures should 
be calculable, and comparable with predetermined norms for these activities, 
or with national averages. 
At present no mechanism exists in Cape Hospitals for routine costing of 
diseases, procedures, therapies, functions or departments and cost accounting 
and functional or progrannne budgeting can only be done on an ad hoc basis by 
special surveys which are time and labour consuming. Routine, accurate cost-
accounting of all hospital activities would enable management to evaluate 
efficiency in quantitative terms and to relate resource consumption to the 
outcome of defined progrannnes of care. 
3. Usefulness for Medical Practitioners--It has been stressed by Heasman and ·, 
his co-workers that reports must be timeous, comprehensive and relevant if 
I the co-operation of the medical staff in collection and utilisation of clinical 
! 
data is to be gained.so Yates describes marked resistance, on the part of 
clinicians, to attempts to coerce them into management of clinical work and 
stresses the need for inducements, to persuade medical staff to use inf orma-
51 tion for improving both process and outcome of hospital care. 
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4. Outcome-oriented--Measures of the efficiency of resource consumption must 
be developed, which relate utilisation and costs to the health status of the 
treated patient. These would be true measures of efficiency of the outcome 
of patient care, few of which are obtainable _at present. The incidence of 
complications and re-admission rates are comparatively easy to measure and 
methods of acquiring this information are being investigated at Groote Schuur 
Hospital. 
Other measures which are concerned with the efficiency of process rather than 
outcome, are waiting lists, bed occupancy, outpatient waiting times and staff: 
patient ratios which should be regularly reported for analysis. 
Methods of Data Processing--It is apparent that well-designed data-processing 
systems are essential for sorting, filing, linking and reporting the 
voluminous and complex data needed to provide useful information for assess-
ment of efficiency. 
1, The systems must be able to produce reports for individual wards, 
units, departments and laboratorie~ as well as for each hospital 
and the Group as a whole. 
2. The principle of exception reporting should be applied, so that 
only variations above or below certain prescribed maxima or minima 
would be routinely reported. Annual reports giving full details 
would provide the baseline criteria. 
3. Information must be timely, accurate and clearly presented in an 
easily readable format. 
4. Greater use should be made of computerised data processing. 
There are several Provincial Computer systems, incorporating Groote Schuur 
Hospital, already in existence. 
These include Personnel (payroll and establishment) 
Admissions and discharges (for fees purposes) 
Payment of accounts (expenditure) 
In the development stage Stores (expendable items including medicines) 
- I 
I 
In addition, the Hospitals Department and the major teaching hospitals, 
in conjunction with other Provincial Departments, are currently1developing a 
patient-oriented real-time hospital information system. Groote ! Schuur 
Hospital also maintains several off-line batch projects, including a compre-
hensive 'medical summary' record system in which patient discharge dat a i s 
summarised. 
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None of these systems are linked or are used for routine management 
reports. Much valuable information is being_ collected and every effort should 
be made to ensure that this costly effort is worthwhile. Future development 
of the Cape Hospital Information system will resolve some of the problems 
but intensive effort should be directed toward obtaining more information 
for management from all the data available. 
Recommendations 
In the interim a combination of manual and electronic data processing 
systems can be more effectively used than at present to provide information 
' ' · 1 · ' d ff' ' 52 Th h ld . 1 d h on activity, uti isation, costs an e iciency. ese sou inc u et e 
following for Administrative ·purposes--
Already available: All output data as described. Length of stay. 
Costs--inpatient days, outpatient attendances, meals. 
Number of personnel employed. 
Staffing and activity of Paramedical Departments. 
Nursing establishment. 
Total expenditure--in line budget format. 
\ 
Additional required: Patient:Staff ratios (total and in categories). 
Staff turnover rates (in categories). 
Waiting lists. Bed Turnover rate. 
-,t- Incidence of Complications (e.g. post-op infection)~ 
' Readmission rates, Autopsy rates. 
In addition, one or two special surveys of selected activities should 
be done each month, covering various services and progrannnes--such as Blood 
Bank, and cost and utilisation of blood products; or the electrocardiogram 
service--costs, use and activity. These reports would be of clinical as well 
as administrative interest and would be useful indicators of resource use. 
In time these findings could perhaps be linked to outcome to provide measures 
of efficiency. 
For clinical purposes other information would be of value. 
The discharge data from the 'medical summary' is used predominantly 
for research at present. Its function could be extended to the production 
of routine reports for management and Heads of 'firms' to facilitate system-
1 
\ atic, critical evaluation of clinical work. 
·l 
Information which could be made available to clinicians includes 
1. The number of patients treated-by diagnosis and firm. 
2. The number and type of operations performed-by diagnosis and f irm. 






The duration of stay by diagnosis and firm. 
Complications, relapse, recurrence and readmission by cause. 
Mortality or other outcomes by diagnosis and operation. 
Post mortems performed and correlation with ante-mortem diagnosis. 
53 Other--as requested. 
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It should be possible to arrange for similar information to be made available 
from other institutions on a quarterly basis for ongoing assessment and 
comparison of performance. 
All these data must be considered as a totality. Information on 
expenditure alone may indicate cost-savings as an outcome of managerial penny-
pinching. Managing effectively, however, implies the maintenance of high 
quality care while patient and personnel needs are met at the same time. In 
other words a successful outcome to fiscal management, achieved by stringent 
economies, may result in lowering of patient care standards or a reduction in 
personnel motivation, psychic income and goal congruence. This is not an 
effective outcome. Conversely, highly ~uccessful patient care outcomes may 
be achieved but at excessive cost, which is inefficient. Effectiveness as 
well as efficiency of the whole system must be measured. 
"'!' Effectiveness--The unattainable ideal of 100% effectiveness of hospital care, 
requires that all patients be fully restored to normal, productive life--
that is 'cured'. More realistic measures of effectiveness would indicate 
that the optimum result has been obtained for any given disease process, 
depending upon age, other disease, social circumstances and psychological 
stability. The state-of-the-art on assessment of function has been briefly 
reviewed previously. The discussion in this section will be limited to 
measures of effectiveness applicable specifically to individual hospital 
patients--and how to assess the extent to which declared objectives have been 
achieved. It is once again necessary to stress that desired outcomes should 
be specified and that predetermined criteria, standards or norms against 
which achievement can be rated, are essential. 
Many reports on the effectiveness of various therapeutic 1 programmes 
• I • have been published by the clinical staff of Teaching Hospital, ., resulting 
from retrospective surveys and prospective triais. Some cover ~ong time-spans, 
others are limited to reports on the irmnediate outcome of a spedific therapy. 
The list of publications is printed every year in the Annual Report f or the 
Groote Schuur Hospital Group, and the interested reader is referred to that 
source for more detailed information on particular subjects .• 54 
Emphasis here will be placed rather on the managerial approach--of all 
disciplines--to monitoring and evaluating the effectiveness of hospital 
treatment. 
Approach to Evaluation 
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Georgopoulos and Mann summarised the standard approaches to :evaluating 







'Satisfied-customer test' approach. 
. 55 
Clinical approach. 
This is similar to Shep's earlier statement that "the main techniques used 
in appraisal of hospital quality can be divided into--
1. The examination of prerequisites or desiderata for adequate care. 
2. Indexes of elements of performance. 
3. Indexes of the effects of care. ~ 
4 Q 1 . ' 1 · ' 1 1 . 1156 • ua 1.tat1.ve c 1.n1.ca eva uation. 
"f- The Accreditation Approach--or Examination of Desiderata--In the United States 
l 
certain minimal structural requirements are laid down by the Joint Corrnnission 
on Accreditation of Hospital (JCAH). These include such matters as organisa-
tion, qualifications of staff, number of beds, diagnostic and therapeutic 
facilities and services and record-keeping. 57 It is not considered that 
these requirements alone ensure effective care--which is confirmed by 
Georgopolous and Mann's survey of twelve community general hospitals. Their 
findings indicated that there was no significant correlation between physical 
facilities and quality of care but that the number and qualifications of 
medical and nursing staff and the effectiveness of overall co-ordination 
h . hl . 'f' 58 were 1.g y s1.gn1. 1.cant. 
The Statistical Approach or Indices--Greenfield utilised the number of 
facilities and services provided in a hospital as a basis for calculating an 
index--the quality adjusted patient day (QAPD)--and then calcuiated the ·, 
number of QAPD's per employee for a group of hospitals .as a measure of 
d . . 59 \ pro uct1.v1.ty. 
No validation of this index is provided and its reliability a s a 
measure of effectiveness, quality or productivity, is extremely doubtful. 




of~ relatively simple inexpensive, objective test of quality 160which might 
show a significant correlation with other qua litative measures. If the 
applicability of this or similar, uncomplicated indices could be established 
by careful research they would be of innnense value--in preference to more 
difficult, cumbersome and ehl)ensive techniques. 
Other statistical methods for evaluating process and ou t come have 
resulted in an alphabet soup-mix of acronymic progrannnes--
In the United States these include--
Performance Evaluation Procedure (PEP) 61 
Professional Activity Study (PAS) and Medical Audit Prograrmne (MAP) 62 
Quality Assurance Programme (QAP) 63 
In the ·United Kingdom--
Hospital Inpatient Enquiry (RIPE) 
Hospital Activity Analysis (HAA) 64 
Scottish Consultant Review of Inpatient Statistics (SCRIPS) 65 
Of these PAS and SCRIPS seem to be the most detailed and informative--and 
appear, from the reports, to give the most useful feedback to individual 
clinicians and hospital management. 
Cochrane advocates the use of Randomised Controlled Trials (RCT's) 
of health services, procedures, drugs and other treatment as the only true 
measure of effectiveness. His arguments are persuasive despite the acknow-
ledged ethical difficulties (i.e. withholding treatment from the control 
group) of such trials. RCT's are a relatively inexpensive research tech-
niques and it is disturbing that so few trials are conducted when, on the 
evidence presented by Cochrane, so much of the activity undertaken by health 
services is not effective. 66 It is worth noting t hat an extensive trial of 
this nature is currently in progress at Groote Schuur Hospital into the 
treatment of deep vein thrombosis. 
The diversity and proliferation of statistical programmes for measuring 
the effectiveness of care is indicative of the difficulty experienced in 
I 
obtaining valid measures. Recommendations for the collection of relevant 
I 
statistical data for the Groote Schuur Hospital Group have alr~ady been dis-
cussed. 
The 'Satisfied-Custom2r•Test' A?~f oach- -This method of evaluation ha s been 
discussed earlier in this chapter. 
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The Clinical Evaluation Approach--In the United States stringent requirements 
for clinical review of patient care have been laid down. These include routine 
submission of all surgically removed tissue for examination by the pathologist 
and subsequent review by the Tissue Committee; scrutinising of random samples 
of patient records for analysis and assessment of reason or need for admission, 
duration of stay and investigation.5and procedures performed--by the Record 
Review committee. 
This medical audit is intended to be 'an objective and systematic way 
f . . f 0 d d b h. . . • 67 I Am . o evaluating the quality o care provi e y p ysicians. n erica 
medical audit is a statutory obligation for hospitals who must institute 
Peer Standards Review Organisations (PSRO's) to supervise the process cf 
medical care, with respect to the medical Services which are reimbursed by 
the Federal Government. PSRO's are primarily intended to curb expenditure 
and do not assess outcome as such. Their value is questionable and the whole 
issue of medical audit is viewed with suspicion by doctors who consider that 
such mechanisms are an infringement of clinical freedom and a threat to their 
professional independence. The potentially punitive effects of medical audit 
are also viewed with disfavour. The concept of public accountability is not 
accepted by most doctors--particularly outside the United States. Conversely, 
the profession of medicine has traditionally subjected itself to a variety of 
·peer-review procedures--death and complications and clinico-pathological 
meetings, ward rounds and case conferences at which diagnostic and thera-
peutic procedures, outcomes and error are openly discussed. This is a built-
in control mechanism which could be expanded and systematised to ensure 
mandatory, routine case-review--educative, non-punitive, non-threatening and 
obviating the complicated, time-consuming and costly exercises required of 
h Am . h . 1 68 t e erican ospita s. 
The Organisation of medical staff in British and South African hospi-
/ 
tals imposes intrinsic controls on medical care procedures, which are lacking 
in the horizontal organisation found in the majority of American hospitals, 
while preserving clinical autonomy. This important factor may partially 
explain the slow acceptance of medical audit outside the United iStates. 
\ 
Georgopolous and Mann used an extremely simple clinical j'udgement 
method whereby various categories of personnel in the hospital, and doctors 
I outside the hospital, were asked to rank the quality of care provided by a 
group of twelve hospitals. They justified this approach with reference to 





organisation can make correct judgement about the performance of their 
, , 11 69 
respective units 
They found a high correletion in the ranking of quality of individual 
hospitals from the various sources and were satisfied that their methodology 
was valid. 70 It is doubtful whether the information gained from such an 
'informed-opinion: survey provides meaningful feedback on effectiveness of 
care or helps in any way to identify specific problems, if the survey 
indicates poor quality of care. 
The approaches discussed in this section relate specifically to 
medical care and clinical evaluation. By definition the evaluation must be 
done by doctors whose time is costly and could possibly be better spent. 
Brook and Ave~y state that the cost of quality assurance/evaluation pro-
grammes is in the neighbourhood of two to five per cent of available medical 
care funds--and that the information obtained is seldom used to improve 
. 71 patient care. 
They also connnent--with referenc~ to American progrannnes--
Data to evaluate the effectiveness of any ,method, (of quality 
evaluation) in terms of changes in provider behaviour or in the 
health of the ~atients whose care is reviewed, are sparse or 
non-existent.7 
It would seem that theoretical desirability and practical application 
are divergent. The need for measures of effectiveness is not questioned, 
but methods of measuring and reporting must be sought which are inexpensive, 
reliable, meaningful, simple and useful to the clinicians. Medical Staff 
decisions are responsible for approximately 80% of resource utilisation in 
hospitals and it is medical staff behaviour which must be modified by feed-
back on the effectiveness or otherwise of their activities. 
Proposals for Assessing Effectiveness at Groote Schuur Hospital 
1. Desired outcomes of hospital care must be clearly defined for each 
disease entity by the medical staff, and criteria for judging both 
process and outcome must be stipulated. 
2. 
J 
Individual in-patients should have treatment plans and des~rable 
outcomes specified. This would be facilitated by the use of the 
problem-oriented record. 73 \ 
Implementation of Weed's medical record system is taking place at 
Groote Schuur Hospital in a few departments at present and should 
ultimately be used throughout the hospital. 
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3. End results of care must be compared with the predetermined standards. 
Variation from the standards must be reported and discussed, 
Death and complications meetings, clinico-pathology .meetings and case 
review studies should be systematic, routine, non-threatening, 
obligatory events. Hospital-acquired infection should be constantly 
monitored, reported and investigated. The educationai re-inforcement 
value of these techniques cannot be over-valued. 
4. RCT's of different protocols for investigation and treatment should 
be conducted--particularly into those aspects of hospital care where 
numbers cf patient or costs are high--such as comparisons of in- and 
outpatient care, teaching hospital vs. satellite unit care, intensive 
care units vs. general ward admissions. Matters such as patient 
compliance and reduction in length of stay also merit study by this 
method. Decreased duration of in-patient stay requires particular 
investigation, as it is suspected that early discharge policies con-
tribute significantly to recurrence, relapse and re-admission rates--
costly for patient and hospital. 
5. Comparative information for clinicians should be provided routinely--
condensed, valid, relevant information--timeously produced in easily 
readable format. As has been suggested earlier, the use of existing 
computer stored data is feasible, and a survey is being done of clini-
cians' requirements for information. 
6. The use of health indicators and their applicability in measuring the 
effectiveness of individual hospitals requires intensive investigation. 
The development of simple indices such as Greenfield's QAPD and the 
use of statistical controls and analyses to validate such indices is 
essential. The collaboration of clinicians, administrators, sociologists 
and statisticians is necessary for both research and development in 
this field. 
7. If health indicators and other indices are developed, one of the most 
important uses of such measures would be for assessing the .cost-
1 
effectiveness of different inputs to the health (and hospital) service 
and in aiding decision-making on resource allocation. 
Evaluation of the Quality of Nursing Care 
No assessment of the effectiveness of nursing care has been done at 




this field in both the United Kingdom and the United States--chiefly the 
latter. Several organisations have developed Quality Control me thodologies 
for nursing--the most connnonly reported being those developed by the 
Connnission for Administrative Services in Hospitals and the Rush-Presbyterian-
St Luke's Medical Centre programme. 74 These me thodologies utilise question-
naires and investigators, concerned with all aspects of nursing related to 
the process of inpatient care--including psycho-social parameters. The Rush-
Presbyterian-St Luke's Medical Centre project is of particular merit as 
regards concept, methodology and application. In the United Kingdom, research 
into measurement of nursing care effectiveness was sponsored by the Royal 
College of Nursing and the Department of Health and Social Security. Several 
investigation~ were undertaken which concentrated on various categories of 
nursing activity including the psycho-social needs of patients. This work 
was specifically aimed at developing objective standards or criteria of 
quality. 75 McFarlane has undertaken an extensive review of the literature 
up to 1970 which would be of considerable value if Groote Schuur Hospital 
~ . 76 attempted to institute a nursing care evaluation programme. It is con-
sidered that this should be done as a project undertaken by the Nursing 
Service at Groote Schuur Hospital • 
Operations Research and Management Engineering have been used extensively in 
other countries to evaluate the effectiveness and efficiency of the outcome 
f P . C d . 1 · . · 1 bl 77 0 . h o atient are an an extensive iterature is avai a e. nee again t e 
problem of finding and appointing suitably qualified experts is a matter for 
concern, particularly in a service where such posts do not exist and the 
need for such expertise is not yet recognised. This is a defici·ency which 
must be remedied if South African hospitals are to apply management science 
concepts to assuring effective patient care. 
-
SUMMARY 
The product of the hospital is a combination of output and outcome 
where outputs result from the conversion of inputs in the proce.ss of 
I 
achieving objectives--and outcome is the meas urement of the extent to which 
the objectives are accomplished. 
Analysis of output of the patient car e 
' I
\ 
f unction of the G1oot Schuur 
Hospital Group, concerns comparatively simple measures of activity and 
utilisation, in quantitative terms. Data co llect ion methods are poorly 
specified for many occasions of service and standardisation of procedures 
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and units of measurement is essential to ensure comparability of information. 
The purposes for which data is collected must also be clarified and under ... 
stood. 
Measures of outcome may be considered in two categories ... -external and 
internal. External measures include health indicators, promising methods 
of measuring health care outcomes, which still require considerable refine-
ment. Other qualitative assessment can be obtained from consumer attitudes 
and responses to hospital care derived from opinion surveys, Community Health 
Councils and the offices of a health Ombudsman. Patient surveys are now 
being conducted regularly at Groot Schuur Hospital which are proving of value 
in tailoring the service to the needs of the patients. 
The Tea.ching Hospital Board and Advisory Committees could serve a more 
useful purpose if their roles were enhanced to include active consumer 
complaint review, and greater connnunity representation and participation in 
the affairs of the hospital. 
Internal measures of outcome are ~elated to both efficiency and effect-
iveness and traditionally have been concerned as much with process as with 
outcome. Efficiency is concerned with the economical and technical aspects 
-t of the hospital and the ratio of cost to benefit. There are few existing 
l 
measures of efficiency of outcome (as opposed to process), and further 
investigation into readmission rates and incidence of complications is necess-
ary to ascertain whether these will serve as valid indicators. Well designed 
data processing systems, including computerisation are essential to provide 
relevant, accurate and timeous information for administrators and clinicians. 
Measures of effectiveness--the extent to which the hospital has 
restored patients to maximum health and the quality of the process through 
which the patient has passed--have proved elusive. Many programmes of 
evaluation and assurance have been developed--accreditation, statistical 
comparisons and clinical evaluation. These methodologies tend to be cumber-
some, expensive, time-consuming and, according to some critics, have not 
achieved any change or improvement in the quality of care. Randomised Con-
' 
trolled Trials and the intrinsic monitoring procedures of the medical staff 
I 
organisation are considered to be of the greatest potential value. 
\ 
Standards and criteria for assessing the effectiveness of, outcomes of 
treatment must be determined by clinicians. On~going assessment of all 1.n.-. 
patient treatment based on these criteria will facilitate control and 
evaluation of both process and outcome. 
181. 
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8. CONCLUSIONS 
The Groote Schuur Hospital Group is a sy~tera. It contains ffiany 
subsystems and is itself a subsystem of a larger suprasystem. It has 
defined boundaries which separate it from the environment. There is a 
constant flow of information, materials and other inputs from the environ-
ment which must be processed and converted to outputs. The hospital is 
negentropic, subject to constant change, differentiation and growth, and 
is self-regulatory--controlled by feedback of information from the environ-
ment and from within the system itself. It can achieve its ends by a variety 
of means--the principle of equifinality. 
Studying the hospital as a system makes it possible to understand the 
relationships of the organisation with its environment, the relative influence 
of the various participants, and the goals and values which legitimise the 
hospital's continued existence. Analysis of the resource inputs facilitates 
understanding of the financial management; the needs, interactions and 
"!" utilisation of the human elements concerned; and the effect of the physical 
factors of design and construction of the buildings within which the hospital 
functions. The constraints imposed upon the system by technology and the 
need for a constant flow of materials are clarified. 
Further examination of the socio-technical system, which is responsible 
for the process of conversion, elucidates the structure of the organisation, 
its managerial subsystem and the decision-making/information processes. 
Finally, the hospital's product, particularly the patient-care element can be 
analysed as one of the means whereby the hospital's achievements can be 
evaluated. 
It has not been possible or perhaps necessary to examine every aspect 
of the Groote Schuur Hospital Group as a system. Certain matters which most 
directly af fect the efficient, effective and economical managem~nt of the 
organisation have been discussed and further research into these' and other 
matters has been recommended, Hospital administration is a rich\ field for 
l 
study. The conclusions reached in this work are open-ended and in many 





THE I}fPORTANCE OF THE ENVIRONMENT 
The many participants, both environmental and internal who influence 
the activities of Groote Schuur Hospital have been discussed in Chapters 1 
and 2. Rhenman's attempted analysis of the contribution/inducement balance 
of the participants, is an interesting approach to the study of power 
related to cash flows in and out of the hospital. 
1 
It is considered, however, 
that more useful information could be obtained from examination of the 
factors which bring about changes in policy and practice, whether these 
emanate from the environment--the suprasystems, the larger society, connnerce 
and industry--or from within the hospital--personnel, patients and technology. 
An analysis of decision-making in the hospital management and executive 
committees was · inconclusive, and not considered to be of value in assessing 
the influence of the various participants, as the original source of the 
determining cause for policy changes was frequently obscured by transmission 
through numerous channels. Hospital policy and practice is in any event not 
always initiated by top management, but may result from ad hoc measures at 
the operating level, which are implemented in a gradual manner in response 
to pressure and demand from a variety of sources. 
•The effects of many environmental factors alter hospital policy 
insidiously and cannot be directly related to any one body or organisation. 
Socio-economic factors alter the pattern of hospital attendances, admissions 
and disease· incidence--and affect hospital policy. Changes in Government 
policy, pressures of various kinds exerted by neighbouring and overseas 
states, and changing societal attitudes all affect the policies and activities 
of the hospital. Competition from other institutions may threaten the inflow 
of financial, human and material resources--and patients--necessitating policy 
revisions and renewed efforts to ensure the hospitals' viability. 
Hospital administrators need to be constantly aware of these trends 
which will affect the continued flow of resources, patients and other inputs. 
These must be continuously monitored and suitable action taken to maintain 
the organisations dynamic equilibrium. The institutional level's prime 
responsibility is interaction with those people and organisati6ps whose 
influence, decisions and actions may affect the hospital's growth, develop-
: 
mentor survival--and to plan and control the hospital's activii ies in the 
light of the information received from all sources--both intern 1 and 
external. 
DEFINITION OF GOALS 
Goals must reflect the needs, demands and expectations of the 
society they serve. Seen in this way, the hospital is a social 
system that seeks to fulfil certain goals that contribute to a 
larger social system.2 
187. 
It is essential that the Groote Schuur Hospital Group define its role 
and its goals in terms of connnunity needs and with reference to the Health 
Act 1977. In order to do so, information must be obtained on the many social, 
demographic, environmental and medical fact:ors which determine the general 
hospital's functions. This information must be sought not only from health 
professionals, but also from the consumers--whose unexpressed needs may be 
more significant than their stated demands, It is considered that health 
care personnel- have a major contribution to make, which should not be dis-
counted as merely self-serving, or protective of vested medical interests 
d 1 . . f . 1 . 3 an m:mopo 1.st1.c pro ess:tona emp1.res. 
Objective data on socio-economic and disease profiles must be collected 
and considered in relation to the academic responsibilities of the hospital, 
as well as its patient care and other community service functions ·. 4 
In-depth research is essential, in order to establish the course which 
Groote Schuur Hospital will follow in the future. Uncertainty, and social 
and political change make identification of needs, priorities and goals 
particularly difficult, but these must be determined if the institution is 
to retain the support of the society it serves. 
PLANNING AND CONTROL 
Planning is dependent upon the control mechanism of feedback of 
information. Furthermore, implementation of planning decisions must be 
supervised and controlled or little will be achieved. It is therefore 
appropriate to consider these two factors together. 
Groote Schuur Hospital is an academic, general hospital primarily 
concerned with curative health care, training of health care pe_rsonnel and 
I 
research. Increasing emphasis on preventive and restorative services is 
apparent, however, in Governmental health policy. 5 Furthermore~ it is poor 
practice to treat a patient as an isolated acute medical probleJ, or for the 
I 
curative hospital serv1.ces as a whole to concern themselves with only one 
aspect of disease. Education of students of all disciplines, in preventive 
and rehabilitative aspects of health care, must be an essential part of 
' 
their basic training. Health education of patients, as well as their 
restoration to maximal productive well~being, are essential components 
188. 
of curative medical practice. Prevention of recurrence of disease, or 
deterioration in a patient's health status, is integral to the treatment of 
acute disease. Family planning, ante- and post natal services, genetic 
counselling, and other services provided by the Group are essentially 
preventive in nature. Physiotherapy, occupational therapy, speech therapy, 
social work and psychiatry are basically rehabilitative. 
The hospital is therefore already involved in all three aspects of 
health care and, once its goals have been defined, will have to plan for a 
more balanced allocation of resources between its activities 1n these three 
spheres and for greater outreach to the community--based on assessment of 
need. This exercise should incorporate planning and implementation of 
alternative means of providing health care such as day surgery, pre-admission 
investigation units, extended outpatient hours and more community-based 
ambulatory patient services. 
Groote Schuur Hospital Group planners must also take cognizance of the 
needs of the associated Medical Faculty with its requirements for teaching 
and research. Provision of accommodation and other facilities to meet these 
needs in the patient care field are accepted as the hospital's responsibility--
·and must be incorporated in all planning. 
Financial Planning 
The fast escalating costs of hospital services are due to a variety of 
factors which require identification and quantification. Planners need 
accurate information on the causes of hospital inflation and on the consumption 
of resources to enable management to devise methods of containing costs, 
while maintaining a high standard of service and motivation of personnel. The 
part played by the pharmaceutical and medical equipment and supplies industries 
in the rising costs of hospital care, is cause for concern and requires further 
investigation and control by the manufacturing countries. 
Financial planning follows on the assessment of all participants' and 
I 
community need~ definition of goals, and setting of priorities. ·1 Programme-
budgeting and cost-effectiveness analysis are sophisticated tec~niques for 
improving financial planning which are costly and require consid~rable exper-
tise. They are not therefore considered suitable for use at Groote Schuur 
Hospital--as originally described. The principle of rational, informed 
189. 
decision-making for long-term planning, budgeting and review is, however, 
valid and should be investigated with a view to devising suitable methods 
for use in the Group. Information on the costs of all functions and 
activities is essential for financial planning and for effective financial 
management and control. 
Long-term planning is hindered by uncertainty regarding the availability 
of funds from one financial year to the next, and 'rolling' budgets or other 
means of assuring that projects will proceed as planned, would facilitate 
this managerial task. 
Resource Utilisation 
Planning and control also entails analysis of resource utilisation and 
the institution of more effective, efficient and e.conomical ways of achieving 
the hospital's goals. Scheduling of procedures to avoid delays and unnecessar-
ily prolonged admissions; analysis of the "optimal length of stay" for specific 
procedures; ensuring optimal bed occupan~y; avoidance of unnecessary admissions 
and attendances; referral of patients to more appropriate centres for follow-up 
care; reduction in the number of investigations and medications; control of 
~ hospitals acquired infections and many other aspects of hospital practice must 
• be considered in planning and controlling the consumption of resources. 
Management must also ensure that personnel are properly utilised in 
tasks which match their skills and that delegation of routine tasks to non-
specialists does not result in decreased efficiency. Flexibility should be 
built into training programmes where possible and deployment of personnel must 
be planned to achieve satisfactory standards without waste and redundancy. 
I 
Buildings must be planned to ensure that scarce and costly manpower is 
most effectively utilised, that patients are not seriously inconvenienced or 
endangered by having to move long distances from one service to another, and 
that duplication of accorrnnodation and equipment is avoided where possible. 
Buildings and equipment are comparatively minor items of expenditure in 
relation to total operating costs and due recognition must be given to this 
I 
fact in the planning and design of hospital buildings. Flexibility is 
essential in planning hospital accommodation to allow for 





Equipment purchases must be planned for optimal utilisation and re-
duction in manpower and the purchase, storage, distribution and control oi 




The teaching hospitals, as part of larger community health systems, 
have a particular responsibility for training, recruitment and allocation 
of health service personnel and must pla.~ their teaching programmes in 
accordance with connnunity, professional and administrative needs. 
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Planning must also encompass the needs and goals of the hospitals' employees 
both professional and non-professional, whose morale and motivation should be 
a major concern of h0spital management at all levels. Planning for the 
Groote Schuur Hospital Group must include the development of professional \ 
personnel management and correction of the factors which lead to employee 
dissatisfaction, high turnover rates and absenteeism--inadequate remuneration; 
inequitable compensation, lack of supplementary benefits and other generally 
applicable reward systems, poor interpersonal relationships and other 
disincentives. 
Particular attention should be paid in planning, to job definition 
and evaluation, job enrichment and provision of motivators to ensure satis-
faction of the higher level needs for esteem and self-actualisation of all 
employees. Planning of staff: patient ratios, allocation and utilisation of 
f 
I 
·personnel must take into account the relationship between staff numbers and \ 
the quality and effectiveness of service, and the apparent correlation between \ 
a high ratio of medical and nursing staff and quality of care. 
The professionalisation of nurses and the essential co-ordinating role 
of the trained nurse are important factors affecting the future planning of 
hospital services, as is the increasing specialisation of many other categories 
of hospital workers. Planners must pay particular attention to the problems 
which will arise from role expansion of clinical and administrative nursing 
,· 
' staff. As the 'production component' of the hospital service nurses perform 
an important administrative function. If, with professionalisation, these 
co-ordinating ma.~agerial tasks are delegated to other lower paid, less 
competent and less dedicated workers there may be a decline in overall effic-
iency and effectiveness. .\ 
I 
Operations Research \ 
Quantitative techniques of many kinds are available to assist hosp i tal 
planners in their task and application of these skills to building design, 










of hospital administration is an exciting prospect. Operations Research is 
a comparatively undeveloped science in this country and it is therefore 
considered unlikely that Groote Schuur Hospital will be able to employ 
these techniques generally at the present time. For planning and design 
of the extensions to the hospital, it is considered that it would be 
economically justifiable to hire experts from overseas to as s ist local 
planners. Assistance with other applications can perhaps be obtained on 
an ad hoc basis from Universities or other institutions. 





Proposals for restructuring the organisation of the Groote Schuur 
Hospital Group. envisage an organic matrix structure, formalising the existing 
polycentric, collegial relationships which are responsible for the profession-
al tasks in the hospital. 
The study of hospitals •.• on the level of the comparative and 
quantitative analysis of organisations, suggests that the 
complex hospitals of to-day represent a post-bureaucratic form 
of organisations which ma6 well become the prototype of modern organisations in general. 
Heydebrand states that the greater the differentiation and specialisa-
tion in the organisation, the greater the need for different modes of co-
ordination, structural, professional and administrative, with decentralisation 
of administrative control and concurrent centralisation of information 
• 6 processing. 
It is considered that the matrix structure provides the framework for 
the scalar hierarchy, which controls the routine, repetitive, non-professional 
work of the hospital, to coexist harmoniously with autonomous, horizontally 
integrated, professional units. The essential support services--both admini-
~trative and technical would then intermesh on a more structured basis, to 
supply and maintain the programmeswhich performs the basic patient-care, 
teaching and research functions of the hospital (and medical school). This 
network of interaction will provide the necessary links between the bureau-
cratic and professional organisations, which are personified bi 1 
the medical 
superintendent, but which are weak or missing at other levels in the 
hospital. Dual control systems are integral to the matrix 
to hospitals. 
Co-ordination of these multiple activities can best be achieved by the 
use of various categories of personnel, at the different manage~ial l evels, 
to act as integrators and 'linking-pins'. The formation of teams in wards, 
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theatres and units incorporating program.~e and possibly unit managers, is 
seen as a potentially effective mechanism for co~ordinating and controlling 
the variety of specialists, professionals and ancillary personnel who 
constitute the operating level of the hospital organisation. Careful selec-
tion and appropriate training of these integrators and managers from all 
7 
disciplines is essential.· 
Future shock is neither a disease nor a disaster; it is a dilemma 
created by too many problems coming too fast from too many 
directions for traditional problem-solving tools and techniques 
to handle. It seems that groups of 'Argus men' aided by both 
cybernetics (system anaiysis) and electronic computation--as well 
as by behavioural scientists--are capable of integrating multi-man 
skills and disciplines into antidotal, discreet, problem-solving 
organic entities of the future. There is an urgent need to develop 
and perfect this morphology, a new science of man/machine/organisation 
dynamics. 8. 
It is considered that the use of effective integrators will reduce organisa-
tional/professional conflict and promote internalisation of the hospitals 
goals by the multidisciplinary patient c-e.re and support service teams, as 
well as permitting the medical staff to retain autonomy and self-regulation. 
In this context, medical administrators are perceived as having an .. 
, essential function to perform as chief executive of the hospital and as senior 
managers. Fisher states that the successful co-ordinator requires technical 
expertise as well as other specific characteristics.
9 This knowledge enables 
the medical administrator to assess clinical needs, evaluate services, define 
and supply relevant information for clinicians, keep the balance between 
competing empires, develop new services, and assist the clinicians in per-
forming their managerial functions. Medicine is a high status profession 
which will not accept regulation by lay administrators, as indicated by the 
many mechanisms which exist in British and American hospitals to organise the 
medical staff. Relationships with the environment, in the context of existing 
societal values, are enhanced by the standing of the chief executive as a 
doctor. There does not seem to be an acceptable alternative, in the present 
circumstances, to the medical hospital administrator. It is considered, 
I 
however, that training as an administrator is essential to enable the doctor 
'I 
to perform effectively and efficiently in this challenging role. 
The successful matrix must be democratic and decentralised. Delegation 
of authority and control and participation in decision-making by all - levels 
of management is essential if the organisation is to be effective, and can 
be promoted by the use of connnittees and specially constituted project groups 
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and by wide dissemination of information. Policy-making must remain a 
centralised function to ensure that the complex polycentric subsystems are 
all working towards overall organisational goals. Departmental heads, 
however, must be given and trained to exercise, a considerable degree of 
autonomy in their individual departmental activities and to accept responsi-
bility for decision-making or planning and policy issues as well as r esource 
consumption. 
The point has been made by several writers that large hospitals (over 
1000 b d) . 1 d. ff" . d . h 11 · · · lO es are uneconomica an ine icient compare wit sma er institutions. 
It is therefore essential that more effective means of co-ordination be sought 
for Groote Schuur Hospital, which will have a total of 1722 beds on the main 
hospital site when total redevelopment, now in the planning stage, is 
completed. The development of independent parallel organisations to admini-
ster the medical, surgical and gynaecological/obstetrical divisions may 
become necessary--with centralised support se rvices and administration· 
responsible for overall planning, co-ordination and financial control. This 
would be the logical development of the decentralisation process now proposed, 
with each division being administered as a separate enterprise, served by a 
discrete support and maintenance system--with all the components forming a 
'f-
l federated type of organisation. This possibility should be borne in mind in 
the pla.,ning and design of the new buildings. 
It is considered that the principle of decentralisation should be 
extended to the hospital's relations with its suprasystem and that regional-
isation of hospital services in the Province should allow for much greater 
delegation of authority to Regional Medical Superintendents, within the frame-
work of centralised policy-making, budgetary allocations and public account-
ability. Economy of time, effort and money would result from an increase in 
the autonomy of the Regions, with greater flexibility permitted in the 
expenditure of funds within the budget, and elimination of unnecessarily 
restrictive requirements for Hospitals Department approval of expenditure and 
other 'internal' hospital matters. Academic training for hospital administra-
tors both medical and others would facilitate smooth transferetice of control 
I 
from the Department of Hospital Services to the Regions. ·1 
EVALUATION OF ORGAN ISATIONAL EFFECTIVENESS AND EFFICIEN CY 
The product of the Groote Schuur Hospital Group has three components--
treated patients, trained personnel and the results of research. Only the 
first of these, which is considered to be the maJor product of the Provincial 
hospitals' function--as opposed to the University's responsibility for 
teaching and research is examined in some detail, 
Evaluation of the effectiveness and efficiency of the Group's 
patient care activities must encompass identification of objectives; analysis 
of the process whereby the objectives are achieved; des cription and standard-
isation of activities; measurement of the effect of the activities and the 
efficiency with which the effect has been achieved.
11 
Our view of hospital output, is that it is a complex function 
of the number of inpatients plus outpatients tre ated per time 
period, the types of illnesse s on admission, the quantity and 
quality of human and physical resource s applied to the patient 
and some scalar measure of the succes s of treatrnent-- zero i f 
no effect, ·positive if the patient i mproves, and negative if 
12 the patients' condition deteriorates as a result of hospital care. 
Measures of output which indicate hospital activity, are relatively 
easy to obtain, although standardisation of data collection is i mperative to 
ensure that the information is meaningful and comparable. Measures of 
outcome--that is of the effectiveness and efficiency of the activities--are 
as yet ill defined and those which are in general use, apply to structure 
.... and process as well as outcome. Qualitative as well as quantitative means 
\ 
of assessing the hospital's product are necessary and can be obtained from 
both external and internal sources. In this rega~d the followi ng suggestions 
are made--· 
1. The opinion of the community served by the hospital, which 
legitimises its continued existence, must be sought by means 
of surveys and through representative bodies. 
2. Health Status Indices reflecting the effect of hospital care 
on the community should be developed. 
3. Standards of structure, process and outcome must be defined 
against which achievements can be measured. 
4. Uniform methods of data collection and simp le, valid ind i cators 
of effectiveness and efficiency must be deve loped. Accur ate 
costing of all functions and activities is essential. 
I 
5. Clinicians' requirements for useful info rmat i on should be1 determined 
- and accurate, relevan t, timeous repor ts on c l i nical ac t ivit i es 
and outcome must be sent to departments and ' f i rms' on a r egular basis. 
6. This information should be used by departments as a basis for 
routine evaluation of their activities, efficiency and the 
extent to which objectives have been achieved, in comparison 
with predetermined standards. 
195. 
7. Randomised controlled trials allied to cost-effectiveness analysis 
are useful analytical methods which should be utilised for evaluation 
of alternative processes and outcome. 
8. Particular attention should be given to the development of measures 
of the quality of nursing care in the Group. 
The -professional staff--mainly medical--have constantly researched, 
monitored and evaluated their treatment of patients--and compared their 
outcomes with studies from other centres. This work does not, however, cover 
all departmental activities and relates in most instances to particular 
disease entities, diagnostic procedures and therapy. This valuable research 
will obviously continue but a more gene~al evaluation of all patient care, 
as now proposed, is considered essential to enable all levels of hospital 
management to measure, control, improve and plan the hospital's functions. 
INFORMATION PROCESSING AND DECISION-MAKING 
Every aspect of hospital management is dependent on information for 
decision-making. Information can come from the environment or from within 
the organisation, as feedback on existing hospital activities, or it may be 
received as new information on changing environmental circumstances and 
developments, not necessarily related to the hospital's present functions. 
Information from the environment is difficult to monitor and assess for 
relevance and immediacy and is received at many levels in the organisation. 
Much of it arrives in a haphazard and uncontrolled manner and its significance 
may not be appreciated. 
Effective informal interaction between the institutional level of 
management and the environment is critical to the acquisition qf relevant 
information but formal methods of obtaining data must also be ibstituted and 
• I 
the type and volume of information which is needed must be determined. 
I 
Internally, the overall control and processing of informltion must be 
centralised. Exact requirements must be specified and relevant data must be 
routinely supplied to top management for policy-making, planning, control 
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and evaluation. Information however, must be disseminated as widely as 
possible to ensure that all managerial levels have the necessary information 
for decentralised control and decision-making. 
Departmental heads, progrannne and service managers must be provided 
regularly with information on costs, resource consumption, output and out-
come--based on their own requirements and for comparison with other units. 
Successful delegation of managerial responsibilities for control and decision-
making is entirely dependent on the availability of valid data. Informal 
channels of connnunication must be encouraged and the flow of information in 
all directions must be absolutely free and unrestricted to ensure that every 
person in the hospital is aware of institutional goals, policy and needs and 
can connnunicate their thoughts, feelings, objectives, needs and knowledge 
laterally and vertically. 
Large complex organisations such as the Groote Schuur Group, which 
are both bureaucratic and professional organisations with clearly defined 
hierarchies, experience serious problems with communications and should 
investigate the use of action-learning and other methods of improving morale 
and effectiveness by improving connnunication. 
Computerised information systems with a variety of applications are 
-already available for the Group and more are in the process of development. 
Computerisation is essential for processing of the great volume of data which 
is generated by the hospitals' activities. There are however, many dis-
advantages which must be considered when planning electronic data processing. 
It is extremely costly; the man/machine interaction requires considerable 
adaptation on the part of the human elements of the organisation; the quality 
of the information obtained is entirely dependent upon the degree of care 
with which the original data is collected and entered; the quantity of data 
produced can be overwhelming; and assurance of confidentiality of the 
computerised records requires complex controls and constant surveillance. 
Most of the information needed for management cannot be obtained from 
the existing manual systems. Functional budgeting, cost analys~s, staff 
turnover, demographic data on patients, outcome information and _!indicators 
of effectiveness and efficiency can only be processed and analysed by 
1 
electronic data processing techniques. The potential of real-ti~e hospital 
information systems for improving the administrative and clinical aspects 
of patient care are considerable and are beginning to be realised. It is 1 
considered that rational management of all aspects of the hospit~l's . function 
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will be greatly enhanced by computerisation, 
FURTHER RESEARCH 
Hospital Administration in South Africa is a relatively neglected 
subject. In other countries, however, the volume of literature produced 
on the topic is overwhelming, indicating the degree of interest in and the 
amount of work which has been done in this field. Each issue of Hospital 
Abstracts, published monthly, contains summaries of approximately 160 
articles from 60 books and journals, published in 15 countries. 
13 It 
is contended that there is an equal need for research into all aspects of 
hospital administration in this country. 
Several major areas have been identified for further research which 
are listed below and other recommendations have been made in· previous 
chapters. 
1. Investigation of alternative and fairer systems of remuneration 
for hospital employees, includiRg research into the validity of 
a 'value-index' for use in weighting different categories of 
personnel. This could be incorporated into a point rating or 
factor--comparison method of job-evaluation with general 
applicability throughout the Public Service. 
2. Research into the relationship between staff:patient ratios and 
the quality, efficiency and effectiveness of the service. This 
should include: 
3. 
2.1 Analysis of the effect of increasing the number 
of medical staff on outcome of patient care. 
2.2 Investigation of methods for assessing quality of 
care--particularly nursing care and setting of standards. 
2.3 Allocation and scheduling of nursing personnel and the 
use of a 'Pool' of nurses. 
2.4 Methods of classifying patients according to dependency. 
2.5 Extension of methods to other categories of staff. 
Analysis of the effects 
particularly nurses--on 
of professionalisation of personnel--
I 
hospital activities and management. 
3.1 Investigation into the consequences for patients ind t h e 
organisation,of delegation of routine tasks by prdfess i onals 
in all disciplines. 
3.2 Cost effectiveness of delegation and its effect on efficiency. 
4, Assessment of connnunity needs for health care and the establishment 
of rational need norms. This must include: 
4.1 Definition of the hospital's role in meeting these needs 
in terms of the Health Act 1977. 
4.2 Investigation and implementation of alternatives to 
inpatient care. 
4.3 The development of consumer surveys--both for assessing 
expressed needs and for evaluating existing services. 
5. Investigation into data collection, statistics and indices--
5.1 Definition of purposes for which data is collected. 
5.2 Analysis of requirements and standardisation of 
collection methods. 
5.3 Training of clinicians in the use of information for 
management. 
5.4 Development of indices for measuring effectiveness 
and efficiency. 
These proposals cover a wide field and are far from comprehensive. 
' 
198. 
They have been selected for particular study, on the basis of urgency or 
significance, as related to improvement of the hospital's product by more 
.,._ effective or efficient utilisation of resources. 
\ 
The road ahead is uncertain. The Teaching Hospital's role in the 
Health Service system of the future has not yet been determined. 14 Every 
effort must be made by all who participate in the management of the hospital, 
to ensure that the Groote Schuur Hospital Group not only . remains viable but 
maintains and improves on the standards set in the past forty years. 
Hospital administrators must be well-informed, adaptable, concerned, corrnnitted, 
and capable of providing the organisation with positive and dynamic leadership. 
In 1889 John Shaw~illings said in an address on the opening of the 
Johns Hopkins Hospital--
A Hospital is a living organism made up of many diffe r ent parts 
having dif f erent functions, but all thes e must be i n due pr@portion 
and relation to each other, and to the environment, to produce the 
desired result s. The stream of life which runs through it is 
incessantly changing, its work is never done; its equipment \is never 
complete; it is always in need of new i ns truments and medicines; 
it is to try all things and hold fast to that which is good. 15 
Hospitals have not changed in essence but the world in which they 
operate has changed immeasurably and is still changing. The challenge is 
great to develop new modes of hospital administration which will 'try all 
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Relating to Amalgamation of Clinica.1 ·a.nd 'Teaching ·Para.medical Departments 
Correspondence and memorandum to the Director of Hospital Services, 
Cape, (3.6.75). Correspondence from Dean of the Faculty of Medicine (UCT) 
to Medical Superintendent (GSH)(24.ll.77 and 1.3.78); Minute from 
Director cf Hospital Services to Registrar (UCT)(6.2.78), Correspondence 
Medical Superintendent (GSH) to Director of Hospital Services (Cape) 
(17.4.78 and 19.6.78). 
